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FEWER TRANSFUSIONS with preoperative use of 


Supplied: 


SALICYLATE (Brand of carbazochrome salicylate) 


The number of hospital patients given blood rose from 
1.6 million in 1952 to 2.2 million, or 9.2% 
of all hospital patients, in 1958.! 


Preoperative use of Adrenosem minimizes the necessity 
for transfusions. Adrenosem controls operative and 
postoperative bleeding (small vessel oozing). It provides 
a clearer surgical field, shortening operating time.? 


Adrenosem is indicated both pre- and postoperatively in any 
procedure where bleeding presents a problem—from 
adenoidectomies and tonsillectomies to Z-plasty operations. 


AMPULS .. . 5 mg., 1 cc.; packages of 5 


TABLETS. . . 1 mg. (s.c. orange); bottles of 50 
2.5 mg. (s.c. yellow) ; bottles of 50 


Syrup ...2.5 mg. to each 5 cc. (I teaspoonful); 4 oz. bottles 


1. 1958 Report of American Red Cross Joint Blood Council 
2. References and detailed literature available on request. 


*U.S. Pat. Nos. 2581850, 2506294 


THE S. E. WEASSENGILL COMPANY 


Bristol, Tennessee * New York ¢ Kansas City * San Francisco 
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This new hospital controls 
air conditioning costs with 
GAS-operated CARRIER 
absorption refrigeration. 


The beautiful new Baptist Memorial Hospi- 
tal in Oklahoma City combines advanced fa- 
cilities with advanced equipment that won’t 
price itself out of service. For modern air 
conditioning they chose one of the most effi- 
cient systems available... Gas-operated 
Carrier Absorption Refrigeration. 


The Carrier absorption unit’s energy source 
is low pressure steam, from the same gas- 
fired boilers that heat the hospital in winter. 
The unit converts this steam into chilled wa- 
ter for cooling air. 

Thus, boiler capacity is put to efficient year 
’round use... heating in winter...cooling in 
summer... and supplying steam for steril- 
izers, laundry and other hospital needs. 


Carrier absorption units operate without 
noise or vibration. There are no major mov- 
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New Baptist Memorial Hospital, Oklahoma City. 
a Completely air-conditioned with Gas-operated 
Carrier Absorption Refrigeration. Architect and Consulting 


General Contractor: G. E. Bass & Company, Inc. 
’ Mechanical Contractor: Wattie Wolfe Company. All of Oklahoma City. 
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Engineer : Coston, Frankfurt and Short. 


ing parts to maintain or repair. And thrifty 
gas keeps fuel costs low. 


Control your air conditioning costs with Gas- 
operated Carrier Absorption Refrigeration. 
For full details call your local gas company, 
or write to Carrier Corporation, Syracuse 1, 
New York. AMERICAN GAS ASSOCIATION. 
This Carrier Automatic Absorption Refrigeration unit 
provides 530 tons of cooling from a central location in 


the hospital. Two gas-fired boilers supply all the steam 
used for heating and absorption cooling. 


FOR HEATING 
GAS BUSINESS! 
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for maximum effectiveness Recently, Griffith! reported that V-Cillin K pro- 

duces antibacterial activity in the serum against penicillin-sensitive pathogens which is 

unsurpassed by any other form of oral penicillin. This helps explain why physicians have 
: consistently found that V-Cillin K gives a dependable clinical response. 


for unmatched speed Peak ievels of antibacterial activity are attained within 
fifteen to thirty minutes—faster than with any other oral penicillin.! 


for unsurpassed Safety ‘The excellent safety record of V-Cillin K is well estab- 
lished. ‘There is no evidence available to show that any form of penicillin is less allergenic 


or less toxic than V-Cillin K. 


In scored tablets of 125 and 250 mg. 
1. Griffith, R. S.: Comparison of Antibiotic Activity 
in Sera Following the Administration of Three Dif- 
ferent Penicillins, Antibiotic Med. & Clin. Therapy, 
V-CILLIN K® (penicillin V potassium, Lilly) 7: No. 2 (February), 1960. 


EL! LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A.€ 
033234 
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Failure is 
the first step 


For almost every Wyeth product that today serves 
medicine, hundreds of compounds have been 
prepared, screened, investigated, and rejected by 
Wyeth scientists long before clinical studies were 
remotely considered. Of all the would-be 
antibiotics undergoing preliminary screening here, 
for example, the chances are slim that even one 
will successfully pass every test. 


In pharmaceutical research—as in every branch 
of scientific endeavor—failure is expected. 
Nature guards her secrets zealously. 


If, however, failure is often inevitable, it is also often 
the price of knowledge and progress. The compound 
that cannot meet the rigorous demands made of it 
by Wyeth may still indicate the direction 

research should take—or not take. 


Whether research succeeds or fails, it is always 
costly in time, money, and effort. But Wyeth deeply 
appreciates the important role that research plays in 
strengthening the physician’s hand . . . the role it 
plays in helping him provide the best 

medical care in the world. 


Wyeth Laboratories Philadelphia 1, Pa. 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1960 


Aug. 29-Sept. 1—62nd annual meeting, San 
Francisco (Civic Auditorium and Jack Tar 
Hotel) 


MEETING AND INSTITUTE | 
CALENDAR 
THROUGH SEPTEMBER 1960 


(American Hospital Association Institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
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DUST-TEX SERVICE 


AGING 


n time: and. money saving rental basis 


% ANE 


PENSE TO 


Proved in hospitals across the nation...the new, scientific main- 


tenance method for greatly 


improved sanitation and efficiency. 


DUST-TEX SERVICE COLLECTS DUST and DIRT 
and CARRIES IT FROM YOUR BUILDING 


Here Are Only a Few Ways This 
New, Scientific Service Helps You 


ELIMINATES your present expense for 
old fashioned cleaning equipment. 
Service furnishes and maintains your 
cleaning equipment. THERE’S NOTHING 
FOR YOU TO BUY. 


ELIMINATES vp to % your wax jobs. 
Dirt is not ground into your floors be- 
cause it’s carried away. 


ELIMINATES your mop and treating 


SERVICE FURNISHES EVERYTHING! 


: i THER-LIGHT 18” to 42” 
supply expense. Dust-Tex Service de- , Scientifically FEA 
nd treated SMALL MOPS FOR 
livers clean, scientifically treated sup- —- cloths SMALL AREAS C n 30 


plies to you regularly. 


ELIMINATES OlL BUILDUP — Dust-Tex 
mops and cloths clean dry, clean scien- 
tifically. SAVES HOURS, CUTS EXPENSE. 


Give it a Try...Nething to Buy! 


L 


seconds. 
NO S$ INGS TO TIE. 


Mail Coupon Now for Complete Information 


DUST-TEX CORP. H40 
35 W. Dakota Ave., Denver 23, Colo. 


Please send me name of my nearest 


Dust-Tex service 
Please send me ete literature on 


compl 
on patented Dust-Tex Cleaning Service 


STATE 


3-7 Annual Conference of Blue Cross 
Plans, Los Angeles (Statler Hotel) 
Administrators’ Secretaries, Dallas 
(Adolphus Hotel) 

46 Hospital Organization, Chicago (AHA 
Headquarters) 

4-7 Ohio Hospital Association, Columbus 
(Veterans Memorial Auditorium) 

4-8 American College of Physicians, San 
Francisco (Mark Hopkins and Fair- 
mont) 


4-8 Nursing Service Administration, 
Omaha (Hotel Paxton) 


11-14 Hospital Engineering, Minneapolis 
(Radisson Hotel) 


18-19 Insurance for Hospitals, Atlanta 
(Henry Grady Hotel) 

21-22 Carolinas-Virginias Hospital Confer- 
ence, Roanoke (Hotel Roanoke) 
25-28 Association of Western Hospitals, Los 

Angeles (Statler Hotel) 

27-29 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 
27-29 Midwest Hospital Association, Kansas 

City (Municipal Auditorium) 


28-29 Iowa Hospital Association, 
Rapids (Hotel Roosevelt) 


Cedar 


MAY 


2-4 Tri-State Hospital Assembly, Chicago 
(Palmer House) 


24 American Nurses’ 
Beach (Miami Beach Hall) 


2-11 Pan American Medical Association, 
35th Anniversary Congress, Mexico 
City (National Auditorium) 


3-4 Occupational Therapists, Chicago 
(AHA Headquarters) 


3-6 Southeastern Hospital Conference, Mi- 
ami Beach (Deauville Hotel) 


44 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 


5-7 Association of University Programs in 
Hospital Administration, Williams- 
burg, Va., (Williamsburg Inn) 


9-13 American Psychiatric Association, At- 
lantic City (Convention Hall) 


10-12 Texas Hospital Association, Dallas 
(Memorial Auditorium) 


11-13 Arkansas Hospital Association, Hot 
Springs (Arlington Hotel) 


11-13 Upper Midwest Hospital Conference, 
Minneapolis (Auditorium) 


12 Massachusetts Hospital Association, 
Boston (Hotel Statler-Hilton) 


16-18 American National Red Cross, Kansas 
City 


16-18 Hospital Law, Washington, D.C. (Wil- 
lard Hotel) 


(Continued on page 8) 
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Reprints suitable for framing available upon request 


Today’s concept hoy | 
in bone Surgery... BONE SAW 
a A safe, controlled bone cutting power tool that offers the surgeon the utmost 
7 ee ia in mechanical perfection. High speed oscillating blades, chisels, and bone plug 
cutters have been designed for every procedure the surgeon must perform. 
Blades cut without danger to the soft tissue. 
Write for information about the new Wiltburger cervical dowel fusion cut- 


ter and guide, used for the anterior approach to cervical spine fusion. 
Always available on 30 day trial. 


| SURGICAL AND HOSPITAL EQUIPMENT 
420 ALCOTT STREET + KALAMAZOO, MICHIGA 
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16-18 Patterns and Principles for Auxiliary 
Leaders, Chicago (AHA Headquar- 
ters) | 

16-19 Hospital Dental Service, Atlanta 
(Henry Grady Hotel) 

23-25 Canadian Hospital Association, To- 
ronto (Park Plaza) 

23-26 Evening & Night Nursing Service Ad- 
ministration, Seattle (New Washing- 
ton Hotel) 

23-27 Dietary Department Adminis 
Washington, D.C. (Willard Hotel) 

26-27 Tennessee Hospital Association, Mem- 

phis (Peabody Hotel) 


30-June 2 Catholic Hospital Association, 
Milwaukee (Auditorium) 


JUNE 


6-10 Food Purchasing. Chicago (AHA 

Headquarters) 
7-8 Maine Hospital Association, Rockland 
(Samoset Hotel) 
8 Connecticut Hospital Association 

8-10 North Carolina Hospital Association, 
Fort Bragg 

11-16 American Society of X-Ray Techni- 
cians, Cincinnati (Netherland Hilton 
Hotel) 


How did JEWETT 


become the world's 
largest manufacturer of 


MORTUARY REFRIGERATORS ? 


It is now more than 40 years since Jewett built its first mortuary 
refrigerator. Today, with a wealth of know-how, and a complete under- 
standing of the needs of hospitals, the Jewett mortuary refrigerator 
has become the standard of the industry and is accepted throughout 
the world. 


Some of the features that have made the Jewett preeminent are as 
follows: interior of white vitreous porcelain; sectional design allows 
for any capacity or arrangement desired; telescopic carriages and 
removable stainless steel trays provide quick, easy access to cadavers; 
custom-made adaptations to fit any area or to provide refrigerator and 
freezer combinations easily arranged. 


ILLUSTRATED LITERATURE 


Mortuary specifications free on request. 
You will also receive our new brochure 
showing Blood Bank, Biological, Milk 
Formula Refrigerators, Cracked Ice Bins 
and Autopsy Tables. Specify booklet 
No. 1259A. 


MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 


FOR INSTITUTIONS 
Since 1849 


FREE PLANNING SERVICE 


If your hospital is contemplating a 
mortuary refrigerator installation, 
our engineers will make layouts and 
estimates for you without obligation. 


REFRIGERATOR CO.. INC. 
6 LETCHWORTH STREET 
BUFFALO 13, NEW YORK 


13-15 Personnel Administration (Advanced), 
Chicago (AHA Headquarters) 

13-17 American Medical Association, Miami 
Beach (Miami Beach Hall) 

19-21 Michigan Hospital Association, Tra- 
verse City (Park Place Hotel) 

19-24 American Society of Medical Tech- 
nologists, Atlantic City (Hotel Am- 
bassador) 

20-22 Mississippi Hospital Association, Bil- 
oxi (Buena Vista Hotel) 

20-24 Hospital Pharmacy (Basic), Columbus 
(Ohio State University) 

20-24 Dietary Department Administration, 
San Francisco (Withcomb Hotel) 
26-July 2 American Physical Therapy As- 
sociation, Pittsburgh (Penn-Sheraton 

Hotel) 

27-29 Comite des Hopitaux du Quebec, 
Quebec City (Provincial Exhibition 
Grounds) 

29-July 1 Nursing Home Administration. 
Chicago (AHA Headquarters) 


JULY 
11-13 Methods Improvement, Omaha (Shera- 


ton-Fontenelle Hotel) 


18-22 Hospital Engineering, Los Angeles 
(Biltmore Hotel) 


AUGUST ~ 


1-2 Safety and Insurance, Denver (Cos- 
mopolitan Hotel) 

1-5 Hospital Pharmacy (Basic), Minneap- 
olis (University of Minnesota) 

14-19 American Society of Hospital Phar- 
macists, Washington, D.C. (Shoreham 
and Sheraton-Park Hotels) 

14-19 American Pharmaceutical Associa- 
tion, Washington, D.C. (Shoreham 
and Sheraton-Park Hotels) 

15-19 National Association of Boards of 
Pharmacy, Washington, D.C. (Shore- 
ham and Sheraton-Park Hotels) 

21-26 American Association of Blood Banks, 
San Francisco (Jack Tar Hotel) 

26-27 American Association for Hospital 
Planning, San Francisco (Federal 
Building and Clift Hotel) 

27 American Association of Hospital Con- 
sultants, San Francisco (Fairmont Ho- 
tel) 

27-31 American College of Hospital Ad- 
ministrators, San Francisco (Jack Tar 
Hotel) 

29-Sept. | American Association of Nurse 
Anesthetists, San Francisco (Civic 
Auditorium and Sheraton-Palace) 


12-13 Montana Hospital Association, Mis- 
soula (Florence Hotel) 

12-16 Nursing Service Administration, Buf- 
falo (Lafayette Hotel) 

18-20 Colorado Hospital Association, Estes 
Park (Stanley Hotel) 

22-24 West Virginia Hospital Association, 
White Sulphur Springs 

24-27 College of American Pathologists, 
Chicago (Palmer House) 

26-30 Central Service Administration, Chi- 
cago (AHA Headquarters) 

27-30 American Society of Clinica] Pa- 
thologists, Chicago (Palmer House) 
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Everyone in the 


Economy-minded administrators appre- 
ciate its time-saving convenience and 
greater efficiency on every service.’” 
Nurses, aides, and orderlies are freed from 
tedious preparation and cleanup. They 
find the Fleet Enema easy to handle and 
completely safe because of the pre-lubri- 


Fleet Enema may be used with confidence for a variety 
of diagnostic and therapeutic purposes—even for patients 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in 
4Y2-fl.oz. squeeze bottle. Pediatric size, 24% fl.oz. Also available: Fleet Oil 
Retention Enema, 4%4-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. 


a” 
» 


hospital is happier with Fleet” Enema 


cated, anatomically correct 2-inch rectal 
tube. Patients enjoy a new freedom from 
visceral discomfort and personal embar- 
rassment...while doctors can rely on its 
quick yet thorough action with only 414 
fl.oz. of precisely formulated, standardized 


solution. 
on sodium-restricted regimens.3 Systemic absorption is 


FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


1. Rainier, W.G., and Lee, B.: Hospitals, Jan. 1,1957. 2 Kehimann, W.H.: Med. Hosp, 84: , 1955. 
C. B. FLEET CO. INC. LYNCHBURG, VIRGINIA 


3. Heliman, L. D.: To be published. 
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trustees and councils 
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officens, 


President 

Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baitimore 5 

President-Elect 


iy Groner, Baptist Memorial Hospital, Memphis 
enn. 


immediate Past President 


‘Ray Amberg. University of Minnesota Hospitals, Min- 
neapolis 1 


Treasurer 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Secretary 


Assistant Secretary 


Assistant Treasurer 
es: ha Sullivan, 840 North Lake Shore Drive, Chicago 


Chairman; Russell A. Nelson, M.D., ex officio, Johns 
Hopkins Hospital, Baltimore 5 
Ray Amberg, ex officio, ~~ 4 of Minnesota Hos- 
pitals, Minneapolis 14 


Frank 8. Groner, ex officio, Baptist Memorial Hos- 


pital, Memphis 3, Ten 
John N. Hatfield, ex oflicio, Passavant Memorial Hos- 
pital, Chicago 11 


Term Expires 1960 


Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamiey, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 196! 


D. R. — M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta. 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 8, Utah 


Term Expires 1962 
Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 


1 
James M. Daniel, Columbia Hospital of Richland 
County, Columbia, 8.C. 
Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Coordinating Council 


Chairman: Frank 8. Groner, Baptist Memorial Hospi- 
tal, Memphis 3, Tenn. 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

H. Charles Abbott, Hospital Service of Southern Cali- 
fornia, Los Angeles 27 

Strong Memorial Hospital, Rochester 


E. Dwight Barnett, M.D., Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

George Cartmill Jr., Harper Hospital, Detroit 1 

Mrs. Palmer Gaillard Jr., Mobile Infirmary Women’s 
Auxiliary, Mobile 16, Ala. 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 


, Conn. 
Boone Powell, Baylor University Medical (Center of 
Dallas, Dallas 10, 


Term Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 


8, N.Y. 

Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, 

Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Medical 
Center of Dallas, Dallas 10, Tex. 

Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, Norfolk General Hospital, Norfolk 
7, Va. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far Hills, N.J. 

Term Expires (96! 

Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice chairman), St. Mary's Hos- 
pital, Pierre, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 

Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 

Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Bive Cross Commission 


Chairman: H. Charles Abbott, Hospital Service of 
Southern California, Los Angeles 27 (1961) 


Term Expires (960 

George T. Bell (vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre, 
Pa 


Joseph ©. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, N 

Ralph Hammersley Jr., Associated Hospital Service of 
Capital District, Albany 10, N.Y. 

McNary, Michigan Hospital Service, De- 
troit 

Joseph A. Monaghan, Alberta Blue Cross Plan, Edmon- 
ton, Alta. 

H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Term Expires (96! 

Sam J. Barham, Kansas Hospital Service Association, 
Inc., Topeka, Kans. 

Paul G. Drescher, Associated Hospital Service of New 
York, New York 16 

Rt. Rev. Msgr. Robert A. Maher. diocesan director of 
health and hospitals, Toledo 2, Ohio 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

F. P. Rawlings ‘Ir., Group Hospitalization, Inc., Wash- 
ington 6 

Stanley H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, B.I. 

Term Expires 1962 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Martin R. Fee M.D., Mount Sinai 
Hospital, New York 29 


Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louis 10 

Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27, Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 


Term Expires 196! 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William L. Wilson (vice cheirmen)., Mary Hitehcock 
Memorial Hospital, Hanover, N.H 

Term Expires 1962 


Term Expires 196! 

Mrs. Columbus Conboy, Auxiliary of St. Joseph 
Infirmary, Louisville 

Mrs. Leonard A ene s Auxiliary Cambridge 
State School #. Hospital, Cambridge, Minn 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, Ill. 

Term Expires 1962 

Mrs. Robert N. Carson, New ae agg (Hospital) League 
for Service, Inc., New Rochelle, 

Max L. Hunt, Yakima Valley a Hospital, 


Melba Powell, Coahoma County (Hospital) Women’s 
Auxillary, Clarksdale, Miss. 


Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 

and Prepayment 

Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 

Term Expires 1960 

Herman Herold, North Louisiana Sanitarium, Shreve 


port 7, La. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 

Term Expires 196! 

Dean A. Clark, M.D. (vice speirnen), Massachusetts 
General Hospital, Boston 1 

John D. Porterfield, M.D., "adios surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 

Term Expires 1962 

Stanley —— Ontario Hospital Association, To- 
ronto 7 

Richardson, Presbyterian Hospital, Charlotte 


Robert M. Sigmond, ospital Council of Western 
Pennsylvania, 13 


Secretary: ’ mean Sibley, 840 North Lake Shore Drive, 
cago 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 1960 

Louis B. Blair, St. Luke’s Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals, Iowa 
City, Iowa 

Leon C. Pullen Jr., Decatur and Macon Ceunty Hospli- 
tal, Decatur, 

Term Expires 196! 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (wice chairman), University 
Hospital, Jackson 5, Miss. 

Term Expires 1962 

Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M.D., 840 North Lake 

Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Palo Alto-Stan- 
ford Hospital Center, Palo Alto, Calif. 


Term Expires (960 

Celeste K. Kemier, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.I. 

Harry M. Malm, Lutheran Hospitals and Homes So- 
ciety, P.O. Box 1587, Fargo, N. Dak. 

Term Expires 196! 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonio 7, , 

Charles 8. Paxson Jr., Hahnemann Hospital, Philadel- 


ia 2 
W. Stephan University of 
Minnesota, Minneapolis 1 


Martin R. Steinberg, M.D., Mount Sinai Hospital, 
; New York 29 " P. Earngey Jr., Harris Hospital, Fort Worth 4, Term Expires 1962 
exas Fiegle, Johns Hopkins Hospital, Balti- 
7 mingham 11, Als. 


. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Secretary: Kenneth Williamson, . Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington é 


Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 


Chetruntme George Cartmill Jr., Harper Hospital, De- 
troit 


Term Expires 1960 
Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 
Jack A. L. Hahn, Methodist Hospital of Indiana, In- 


Secretary: Daniel 8. Schechter, 840 North Lake Shore 
Drive, Chicago 


dianapolis 7 
George A. Hay (vice chetemen). Hospital of the 
Medical College of Pennsylvania, Philadel- 


Term Expires 196! 


Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Island College Hospital, 
Brooklyn 1, N.Y. 


Council on Hospital Auxiliaries 


Chairman: Mrs. Gaillard Jr., Mobile Infir- 
mary Women’s Auxiliary, Mobile 16, Ala. 

Term 1960 

Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz. 

Mrs. Harry Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. is 

Laura Vossler, Presbyterian Seapthal in the City of 


New York, New York 32 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 

Madison B. Brown, M.D., associate director 

James E. Hague, assistant director 

Richard L. Johnson, assistant director 

Edmond J. Lanigan, assistant director 
controller 


John E. Sullivan, 
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SCIENCE 


Q: What effect has OZIUM glycolized spray on airborne Q: Will OZIUM help our sanitizing program? 
A 


bacteria? ; : Yes, but it should be used in conjunction with a. 
A: Germs need moisture to live and propagate. OZIUM thorough sanitizing plan including surface-cleaning. 
(high pressure) spray coats airborne micro organisms germicidal detergents and soaps. 


with a hygroscopic glycol film, interferes with their 


metabolism, blocks their growth. Q: Is OZIUM economical in use? 
Q: How long will the OZIUM spray remain effective in A: Very much so. The No. 500 Ozium dispenser releases 
the air? 500 or more individually measured sprays — thus, 
A: This depends on varying conditions, such as drafts, specific spray dosage is dispensed and wastage 
temperature, humidity and traffic, but tests indicate eliminated. 


that OZIUM glycolized spray will remain effective as 
long as two or three hours after one spraying. Bac- : Where should OZIUM be used? 

teriological tests made at a very large industrial plant : Wherever air sanitizing is necessary, and especially 
show that bacteria count was reduced by 80% two where it is desired to effectively remove medicinal and 
hours after OZIUM spraying. Eight tests were con- hody wall 
ducted during this two-hour period (copy of verifying y ol roe : . ” 
letter mailed on request). a 


© 


Q: Has OZIUM itself any odor? Q: Where do we buy OZTUM? 
A: Yes, a light, fresh fragrance is added to the triethylene- A: Your supply dealer probably has stocks. If not, he 
propylene formula as an indicator. The fragrance can obtain them promptly from us. Professional 


quickly fades while the glycol spray continues its effec- OZIUM is not sold through retail stores. 
tive work. No annoying after-odors are encountered. 

Q: Has OZIUM any value in holding down bacteria-laden ©? Can we obtain 2 complimentary full-size No. 500 
dies end Une? OZIUM dispenser to test its effectiveness? 

A: Yes. The glycolized hygroscopic spray literally sweeps A: Yes, During April 1960 only, we will deliver to any 
the air and will even help remove eye-smarting tobacco hospital official who fills out and returns the form 
smoke. below, one complimentary No. 500 OZIUM dispenser. 


WOODLETS INC. 
2048 Niagara Street 
Buffalo 7, New York 


Please have my supply dealer (name below) deliver to my personal 
attention the complimentary full-size, No. 500 OZIUM dispenser. 


Name Title 


Hospital 


Address 


My supply dealer is 
This offer available only to hospitals (maximum one dispenser). Expires April 30, 1960. 
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Edward H. Matthéi, hospital archi- 
tect associated with the Chicago 
architectural 
and engineering 
firm of Childs & 
Smith, discusses 
the selection, 
application and 
maintenance of 
acoustical ma- 
terials for hos- 
pitals in his arti- 
cle on p. 86. Mr. 
Matthei joined 
the firm in 1951 
and currently served as director of 
design and construction for hospi- 
tals and related health facilities 


MR. MATTHE! 


projects undertaken by Childs & 


Smith. 

An associate editor of Inland 
Architect magazine, Mr. Matthei 
also serves as an instructor in ma- 
terials and methods of construc- 
tion at the University of Illinois. 

During the last five years Mr. 


introducing the authors 


Matthei has conducted extensive 
research on the design and con- 
struction of hospitals. His two 
most recent projects include the 
programing for the remodeling and 
two major additions to the High- 
land Park (Ill.) Hospital and 
Westlake Hospital, Melrose Park, 
Ill. 

His organizational affiliations in- 
clude the American Institute of 
Architects and the National Coun- 
cil of Architectural Registration 
Boards. 

Mr. Matthei received his B.S. 
degree in architectural engineering 
from the University of Illinois. 


Robert H. Reeves, accounting con- 
sultant for the Rochester (N.Y.) 
Regional Hospital Council, Inc., re- 
ports on the council’s new report 
form which helps to simplify com- 
pilation of patient statistics (p. 38). 

Prior to his hospital council af- 
filiation, Mr. Reeves served as chief 


“Mary, Mary quite perplexed 


She’s worried “bout sterility 


Wonder why she acts so vexed 
She’s the O. R. (Supe) you see 


Next time you load the autoclave 
Let Diacks all her worries save.” 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 


1909 


accountant at the Rochester (N.Y.) 
General Hospital for 19 years prior 
to joining the staff of Pennsylvania 
Hospital, Philadelphia, as comp- 
troller in 1946. 

Before entering the hospital field, 
he held positions in the areas of 
accounting and financial control 
with the American National Red 
Cross, the U.S. Treasury Depart- 
ment and with the manufacturing 
firm of John G. Elbs, Rochester, 
N.Y. 


William T. Swaim Jr., executive sec- 
retary of Presbyterian Homes of 
Central Penn- 
sylvania, Dills- 
burg, recom- 
mends the 
selection of 
downtown or 
residential area 
sites for homes 
for the aging on 
p. 30. In his 27- 
year association 
with the organi- 
zation, Mr. 
Swaim has been closely associated 
with the planning and construction 
of seven of the eight decentralized 
units under the organization’s 
jurisdiction. Each unit accommo- 
dates 11 to 23 persons, while the 
average occupancy is 17 persons. 

Mr. Swaim has served as a con- 
sultant on the aging for federal and 
state governments. In 1950 he was 
invited by the federal government 
to attend the National Conference 
on Aging. He also served for two 
years as chairman of the Pennsyl- 
vania Governor’s Committee on the 
Aging. 

Mr. Swaim’s organizational af- 
filiations include membership on 
the general committee of the De- 
partment of Social Welfare, Na- 
tional Council of Churches, and the 
Pennsylvania Welfare Forum, of 
which he is vice-president. He is 
a past president of the National 
Presbyterian Health and Welfare 
Association. He is a fellow of the 
Gerontological Society, Inc. 

He received his A.B. degree from 
the University of Tennessee, Knox- 
ville. He also holds bachelor’s and 
master’s degrees in sacred theology 
from Western Theological Semi- 
nary, Pittsburgh. 


MR. SWAIM 
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IN SURGERY—Generally successful in 60 patients...no 
infection developed in prophylaxis group...most frank 
infections responded including some refractory to other 
drugs. Dosage 600 mg. daily or less. Excellent toleration.* 


IN CLINIC—Full resolution in 150 soft tissue infections. 
Transient side effects in two per cent. Dosage 600 or 
750 mg. daily for average of six days (alone or with 
surgical measures ) .* 


- greater inhibitory activity 

- lower milligram intake 

- sustained peak activity 

- extra-day protection against relapse 


ON WARD-—Successful in all 32 acute pneumonias but 
two. Seventeen were complicated by underlying broncho- 
pulmonary problems. Dosage low. No toxicity. Accept- 
ance, toleration excellent.” 


AND ACROSS THE SPECTRUM-— 87 per cent of 2384 
cases reported cured or improved. Dosage usually 600 


mg. daily.! 


CAPSULES, 150 mg./PEDIATRIC DROPS, 60 mg./cc./ 
SYRUP, cherry-flavored, 75 mg./5 cc. tsp. 


REFERENCES: 1. Compilation of Clinical Reports, Department of Clinical 
Investigation, Lederle Laboratories, January, 1960. 2. Duke, C. J.; Katz, S., 


_ and Donohoe, R. F.: Paper read at Seventh Antibiotics Symposium, Wash- 


ington, D..C., November 5, 1959. 3. Floyd, R. D., and Anlyan, W. G.: 
Clinical report, cited with permission. 4. Prigot, A.; Maynard, A. de L., and 
Zach, B.: The Treatment of Soft Tissue Infections ‘with Demethyichiortetra- 


cycline. To be published. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Ledenie ) 
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from Honeywell .. ANOTHER DIAMOND JUBILEE PRODUCT 


Honeywell’s ClockMaster System 


in your hospital 


Master Clock perfectly synchronizes all 
clocks in the Honeywell ClockMaster System 
for dependable scheduling of hospital activities. 


The Honeywell ClockMaster System makes it easier for your 
_ entire hospital to run on time! Staff members are always assured 
_of perfectly synchronized time, no matter where they may be 
in the hospital. This means not only closer coordination ot 
‘hospital activities, but also that pill-dispensing, examinations, 
surgery and laboratory work can be kept om: schedule. 


There’s never a worry about clocks being out of step, either. 
Every clock within the system is automatically checked—and 
corrected if mecessary—once every hour from a centrally lo- 
cated master clock. Even after a power failure, no matter how 
localized or momentary, you get individual correction at the 

_ first accuracy check. : 
For special effects in certain areas, including patients’ rooms, 
be sure to see Honeywell’s wide new line of Decorator Clocks. 
Select any of 33 attractive new faces as part of your centrally 
controlled clock system. 


In addition to the accuracy and reliability of a Honeywell 
ClockMaster System, you get dependable nationwide service 
—the kind of service you'll learn to count on when you buy 
any Honeywell system. For the complete story, call your 
architect or engineer today, or write: Honeywell, Dept. 
HO.-4-86, Minneapolis 8, Minnesota. 
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puts everyone 
on the same time schedule! 
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WARNING LIGHT . . 


AND ONLY HARD HAS IT 


The red Safti-Lite below the foot panel of Hard’s 
ALL-EKTRIK BED 1494-AEG reminds the nurse 
when the bed is left in other than the lowest 
position. It’s a Hard exclusive — one of many that 
account for its slight increase in cost over ordi- 
electric beds. 


Ask your dealer why so much more costs so /itt/e 
extra in Hard’s 1494-AEG. 


* 
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> REPORT FROM WASHINGTON—A plan 
for legislation to provide health 
care for social security benefici- 
aries was turned down March 22 
by the President, four days after 
Arthur S. Flemming, Secretary of 
Health, Education, and Welfare, 
presented his proposal at an un- 
scheduled White House conference. 
The administration was reported 
in favor of waiting until after the 
White House Conference on Aging, 
scheduled for January 9-12, 1961, 
before introducing any major leg- 
islation. 

Under the program Secretary 
Flemming suggested, health care 
coverage for the aged would be 
underwritten by insurance com- 
panies and prepayment plans, with 
state and federal governments pay- 
ing a major share of the premiums. 
Only persons with incomes of $4000 
or less would be eligible to partici- 
pate in the program, and the cost 
to participant would be geared to 
his income. Coverage would be lim- 
ited to hospitalization or nursing 
home care, and would include a 
deductible pruvision, being aimed 
mainly at meeting the costs of 
catastrophic illness, it was re- 
ported. One of several prepared by 
HEW, this proposal was not alto- 
gether dismissed by the adminis- 
tration, according to the New York 
Times. Recommendations for legis- 
lative action would be withheld, 
however, pending further study. 

The House Ways and Means 
Committee was scheduled to open 
hearings on a program for the 
aged March 23, and Secretary 
Flemming had hoped to present 
his alternative to the Democrat- 
sponsored Forand bill during his 
testimony. It was reported that 
because of the administration’s 
position against legislation at this 
time, Rep. Aime J. Forand (D- 
R.I.) began efforts to force his 
bill out of the House Ways and 
Means Committee onto the House 
floor by means of a discharge peti- 
tion requiring 219 signatures. 

@ A report on Veterans Admin- 
istration programs for aged and 
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chronically ill veterans was sub- 
mitted by Sumner G. Whittier, 
administrator of veterans affairs. 
(Details p. 91) 

@® Resumption of hearings of the 
Senate Subcommittee on Problems 
of the Aged and Aging was sched- 
uled for March 29, according to 
an announcement by Sen. Pat Mc- 
Namara (D-Mich.), subcommittee 
chairman. (See earlier story p. 
91) 


} RULES ANNOUNCED FOR HOSPITALS 
JOINING MICHIGAN BLUE CROSS—In an 
effort to provide adequate health 
care for the community at a rea- 
sonable cost, the board of trustees 
of Michigan Hospital Service (Blue 
Cross) has approved a set of rules 
which must be met by hospitals 
wishing to participate in the Plan. 
The criteria set up by the Plan 
pertain to hospital’s management 
and services, its size and corporate 
status, and to the medical and 
nursing staff functions. One of the 
prerequisites to joining is that a 
hospital must show that it was 
planned and built in accordance 
with community needs. It is also 
specified that to become a member, 
a hospital must have a pharmacy 
under the supervision of a licensed 
pharmacist. (Details p. 93) 


} AGENCIES SPONSORING SHORT NURSE 
TRAINEESHIPS NAMED—The first list of 
agencies sponsoring short-term 
courses financed by grants under 
the Professional Nurse Traineeship 
Program have been announced by 
the U.S. Public Health Service. In- 
cluded in the list are seven insti- 
tutions. Most courses are conducted 
by university departments of nurs- 
ing or colleges of nursing. Thus far 
short-term programs are sched- 


uled in Colorado, Georgia, Florida, 
Iowa, North Carolina and Wiscon- 
sin. The PHS said it would be re- 
leasing monthly revisions of the 
list. (Details p. 93) 


) BLUE CROSS PLANS GAINED 2.66 PER 
CENT IN MEMBERSHIP DURING 1959-—— 
The 79 Blue Cross Plans in the 
United States closed the year 1959 
with 53.7 million members, having 
gained 2.66 per cent. The total 
membership of the Plans, rose to 
nearly 57 million by year-end 
1959. This figure represented the 
combined membership in the 
United States and Canadian Plans, 
and in the Blue Cross and Blue 
Shield national underwriting or- 
ganizations. The latter showed 
the highest membership gain: it 
amounted to 14.36 per cent. (De- 
tails p. 94) 


> NATIONAL NLRB OFFICE UPHOLDS RUL- 
ING ON CHICAGO ELECTIONS—The 
Teamster local endeavoring to or- 
ganize Chicago hospitals failed 
again last month to obtain the 
cooperation of the National Labor 
Relations Board in conducting 
elections. 

Local 743 of Warehouse and 
Mailorder Employees and an- 
other union had requested NLRB, 
through its regional office in Chi- 
cago, to conduct elections among 
nonprofessional employees at 12 
Chicago hospitals. After this peti- 
tion was dismissed, the Teamster 
group applied directly, to the na- 
tional office of NLRB in Washing- 
ton, D.C, 

The appeal to the national office 
was turned down in a letter to the 
local from George A. Leet, assist- 
ant executive secretary of NLRB. 
Mr. Leet upheld the ruling of the 


Worth Quoting 


“Nobody hates inflation more than college presidents, unless it is 
the directors of hospitals.”—James P. Baxter, president, Williams 
College, Williamstown, Mass., testifying before the Senate Subcommit- 
tee on National Policy Machinery. 
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district office, saying its “action in 
dismissing the instant petitions 
was warranted on the basis of the 
board’s decision in Flatbush Gen- 
eral Hospital’. (See previous story 
on p. 107 of the February 16 issue 
of this Journal.) 


> NURSING HOME SERVICES SECTION ES- 
TABLISHED BY PHS—The nation’s nurs- 
ing homes and homes for the aged 
will be offered consultation on 
matters relating to clinical services, 
administrative management and 


licensing from the newly estab- 
lished Nursing Home Services Sec- 
tion of the Public Health Service. 

The new section, announced re- 
cently by the federal agency, will 
operate within the Chronic Disease 
Program of the PHS Division of 
Special Health Services, Bureau of 
State Services. 

Headed by Bruce Underwood, 
M.D., the unit will also conduct 
studies and analyze needs for serv- 
ices given in nursing homes and 
homes for the aged, as well as 


campaign investigation. 


3545 Lindell Boulevard 
St. Louis, Missouri 
Jefferson 5-6022 


430 West Monroe Street 
Jacksonville 2, Florida 
Elgin 3-3226 


tad fon Lest 
by the 


Lawson Associates has been advised by the American 
Hospital Association that this firm has been “approved for 
listing by the Trustees of the American Hospital Association.” 


This means that Lawson Associates has met the require- 
ments which the American Hospital Association has estab- 
lished relative to registration, financial stability and reliability, 


experience, ethical practices, methods of fee setting and pre- 


We are pleased that the American Hospital Association 
has found Lawson Associates worthy of the trust which so 


many hospitals have placed m us. 


We pledge ourselves to continue the high standards of 
performance which contributed to the A.H.A. approval. 


LAWSON ASSOCIATES m. 
Home Office: 
53 North Park Avenue, Rockville Centre, New York, Rockville Centre 6-8000 


Branches: 
24 North Wabash Avenue 
Chicago 2, Illinois 
Financial 6-4504 
2015 J Street 
Sacramento 14, California 
Hickory 6-5759 


101 Jones Building 
Seattie, Washington 
Mutual 2-3691 


624-736 Granville Street 
Vancouver, B. C. 
Mutual 4-2618 


develop guides on state licensure 
laws and rules and regulations 
pertaining to the long-term care 
institutions. 


* PHILANTHROPY CONTRIBUTES MORE 
THAN $1 BULLION TO HEALTH—Health 
received more than $1 billion from 
philanthropy during 1959, accord- 
ing to the American Association of 
Fund-Raising Counsel, Inc. As in 
1958, approximately 14 per cent 
of the total philanthropy was con- 
tributed for health projects. Serv- 
ice or operating funds, including 
research, received $665 million in 
philanthropic contributions, while 
construction of private medical 
facilities was aided by funds total- 
ing $509 million. Of the service 
funds, approximately $161 million 
was spent by agencies working to 
combat 16 separate diseases which 
cause over 1 million deaths an- 
nually, AAFRC said. 


> “SAVE OUR HOSPITALS” MOTTO OF 
NEW YORK COMMITTEE—In a continu- 
ing effort to gain approval of ade- 
quate reimbursements from the 
city, New York voluntary hospi- 
tals have formed a “Citizen Com- 
mittee to Save Our Hospitals’. 
Composed mainly of major de- 
nominational welfare agency lead- 
ers, the committee will strive to 
increase public awareness of the 
hospital crisis and encourage “quick 
action on the part of the City to 
face up to its statutory responsi- 
bilities”, according to Percy J. 
Ebbott, president of United Hos- 
pital Fund, who made the an- 
nouncement. 

Widespread public support is 
needed, said Mr. Ebbott, to assure 
the mayor and other responsible 
city agencies that their action in 
raising reimbursements will re- 
ceive New Yorkers’ approval. 

The United Hospital Fund esti- 
mates that inadequate reimburse- 
ments for free and below-cost care 
have cost voluntary hospitals $185 
million in losses since World War 
II, and that losses are currently 
averaging more than $17 million 
annually. 

Earlier this year, a Hospital 
Trustees Committee submitted to 
the New York mayor a report 
which included suggestions for 
reimbursement rate adjustments. 
(See p. 91 of the March 1 issue 
of this Journal.) 
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sawvice from headguantas 


‘Manning tables’ 


What is the procedure for the use 
of “manning tables”? Does the Ameri- 
can Hospital Association have any 
sample forms? 


We have been unable to locate 
any sample forms but will describe 
the procedure for you. 

This procedure was developed 
by the government during World 
War II to obtain a complete inven- 
tory of current man-power and 
future requirements. The “man- 
ning table” is a summary of the 
qualitative personnel requirements 
(job titles and job specifications) 
as determined by the job evalua- 
tion process and the quantitative 
requirements (number of em- 
ployees required for a given job 
and standards of performance) as 
determined by time and motion 
and methods studies. The “man- 
ning table’, therefore, contains the 
following information for each job 
in the organization: 

1. Job title. 

2. Job specifications, including 
minimum education, experience 
and training required, physical re- 
quirements, etc. 

3. Number of employees pres- 
ently required for the job to achieve 
the desired level of output. 

4. Present number of employees 
in the job broken down by age, 
sex, marital status, race, handicaps 
or any other pertinent classifica- 
tion. 

5. Additional future staffing 
needs for the job listed according 
to whether they could be met. by 
upgrading or transfers within the 
hospital, or by recruiting from the 
outside. 

6. Whether the job could be 
eliminated or revised to utilize a 
different type of employee. 

You may wish to write to the 
Government Printing Office, 
Washington 25, D.C., for sample 
forms or further information. 

—WILLIAM S. SCHMIDT 


Nursing home activities 


Is the American Hospital Association 
planning to conduct any activities per- 
tinent to the training of nursing home 
personnel? 


The American Hospital Associa- 
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tion will conduct an Institute on 
Nursing Home Administration, in 
cooperation with the American 
Nursing Home Association, June 
29 to July 1, 1960. We anticipate 
an enrollment of approximately 
110 in this first institute to be con- 
ducted by this organization. 

This institute is the first in a 
series of similar institutes to be 
conducted throughout the various 


regions of the United States in 
future years. 

The American Hospital Associa- 
tion, American Medical Associa- 
tion, American Nursing Home As- 
sociation, Blue Cross Commission 
and the U.S. Public Health Service 
jointly sponsored a Workshop on 
Hospital-Nursing Home Relation- 
ships in Chicago in February. The 
objective of the workshop was to 


Suit the — to the 
remember this topical trio for personalized treatment 


¢ each stops itch and inflammation quickly 
* each instantly restores and maintains the normal 


Protective acid pH 


CORT-DOME’ 


steroid for topical use. 


LOTION pH 4.6 
Hydrocortisone Free Alcohol in MaANTLE® 
Most universally employed anti-inflammatory 


the best therapeutic beginning’ in acute skin inflammation 


DOMEBORO” on rowoen a 


The Original Modernized Burow’s Solution 


convenient wet dressings stay moist longer... maintain 
constant pH ...speed healing... reduce inflammation. 


Tablets in containers of 
12, 100, 500, 1000. 
Powder Packets in 
boxes of 12 and 100. 


maximum steroid benefits at lower . 'sage—lower cost 


44% hydrocortisone in exclusive ActD 
Mantz vehicle “is about as effective as 
1% in most conditions treated.” 

4%, 1% or 2% hydrocortisone free aleo- 
hol in water-miscible Actp MANTLE vehicle. 
In 14 ounce squeeze bottles, each with spe- 


if infection complicates inflammation 


NEO-CORT-DOME” 


MAnTLE® 


MANTLE ve- 
hicle. In 4 ounce squeeze bottles, each with 
special soft plastic ear-applicator. 


1. Jones, E. H.: Bye, Ear, Nose & Throat Month. 24:460, 1959. 2. Lockwood, J. H.: Bull. A. Mil. 


DOME CHEMICALS INC. 


West End Avenue /New York 23, N. Y. « Los Angeles /Montresi 
Dermatologicals 
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focus on the development of ef- 
fective hospital-nursing relation- 
ships in order to improve the care 
of long-term patients, achieve 
optimum use of all of the health 
facilities of the community and 
assure continuity of care of the 
long-term patient. A summary of 
the proceedings of this workshop 
is being prepared and will be 
available upon request. 

You may perhaps know that 
there is also a Liaison Committee 
of the American Hospital Associ- 


ation, American Medical Associ- 
ation and American Nursing Home 
Association concerned with the in- 
stitutional care of the chronically 
ill and aged.—He.ten D. McGuire 


Hospital-specialist relations 


Does the American Hospital Associ- 
ation have sample contracts or agree- 
ments for hospitals and radiologists, 
and hospitals and pathologists? 


The Association does not have 
sample contracts for hospitals and 


Z 


\ 


There is more 


\ to Fund-Raising 


than Raising Funds \ 


\| When a hospital must raise money for new or 
expanded facilities, those in charge face the 
\ problem of raising the funds in a manner that 
will not endanger the hospital’s standing and \) 
respect in the community. 
The solution is to utilize the services of an 
experienced, reputable fund-raising firm. One \\ 
that has proven many times through the years 


and, at the same time, build lasting good will 


, \) that it can achieve maximum financial support 


and a larger, more interested constituency. 
\ More than 80% of the appeals conducted by 
Ward, Dreshman & Reinhardt are “repeat” en- \ 


appeals. This firm has convincingly demon- 


deavors for clients wholly satisfied on previous \ 


strated in over 400 hospital campaigns directed 
during the past half century that there is more 

\ to fund-raising than raising funds. Your hospi- 
tal need not settle for less. 


\ Consultation without cost or obligation 


First in Fund Raising \ 


L 


BUREAU OF HOSPITAL FINANCE 


30 Rockefeller Plaza 


New York 20, N. Y. 


Telephone Circle 6-1560 


fy 


CHARTER MEMBER, THE AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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physician specialists, inasmuch as 
the contracts must be based upon 
the local situation. There is an in- 
finite variety of contracts utilized. 

It is suggested that after con- 
sultation with the physician and 
the hospital attorney, a contract be 
drawn up. If he wishes, the hos- 
pital attorney may contact the 
American Hospital Association 
for discussion of the contract. 

We have prepared a “Statement 
on Hospital and Physician Rela- 
tionships in Anesthesiology, Pa- 
thology, Physical Medicine, and 
Radiology” and this has been 
distributed to the membership. 

—J. R. ANDERSON, M.D. 


Fees for architects 


I have read in hospital journals that 
it is out of date to pay architects on 
the basis of a percentage of construc- 
tion cost. On what basis and what rate 
should the architect’s fee be estab- 
lished? 


It is not out of date to pay an 
architect by means of a percentage 
of the construction cost. Many 
architects and their clients see ad- 
vantages in another method, how- 
ever. This is a fee method, where- 
by the architect is paid the payroll 
cost of his technical personnel, 
multiplied by a factor which 
covers overhead, principals’ time 
and profit. This factor is usually a 
multiplier of 2.5 or 3 applied to 
direct costs. Some clients usually 
want a ceiling on what they pay 
and frequently the multiplier 
method is coupled with a price 
which the fee may not exceed. 
The fee is often less than this 
price. 

In many cases, this system works 
out to almost the same amount of 
money as under the percentage of 
construction cost system. The im- 
portant difference is that the fee 
is figured on the basis of design 
costs and not construction costs. 

A variation on the fee method 
is a combination of the percentage 
system and the cost-plus (fee) 
method. The cost-plus is used dur- 
ing the preliminary stage of a 
project; once the project design is 
“frozen’”’, a fee is negotiated for the 
remainder of the work. 
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The special indicator inks used in The distinctive markings on "SCOTCH" BRAND 


“SCOTCH"’ BRAND Hospital AutoclaveT ape Autoclave Tape can be seen across the room. You 
cannot be accidentally activated by sunlight, can tell at a glance that your pack has been through 
radiator heat or a dry air pocket in a faulty the autoclave. "SCOTCH" BRAND sticks at a touch to 
autoclave. Only correct levels of heat and paper or linen packs. Seals securely, surely. Peels off 
moisture found in your autoclave can make clean without leaving sticky residue. And you can 
these unmistakable diagonal markings appear! write on it. 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 
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Hemostasis with Gelfoam sponge is 
efficient and direct: blood enters... 
stops .. . clots. The Gelfoam is later 
absorbed in situ with virtually no 
cellular reaction. 


Hospital applications for Gelfoam 

are many—so varied that one or more 

of its uses may occasionally be 
overlooked. 


So that your hospital can take full 
advantage of Gelfoam versatility, 
make certain you have the right 
Gelfoam on hand for every use. 
Gelfoam is supplied as sterile sur- 
gical sponge, dental pack, prosta- 
tectomy cone, biopsy sponge, sterile 
powder, and Gelfilm* for neurosur- 
gery and ophthalmologic procedures. 


RADEMARK, REG. PAT. OFF. 


|Upi | THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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here blood 
enters... 
stops... 
clots... 


Cross section of Gelfoam magnified 50 times 


4 
By 


some of the capabilities of 


control bleeding from small arterioles 

control capillary ooze 

repair veins 

seal cerebrospinal fluid leaks 

obliterate dead space 

secure a dry operative field 

protect brain surfaces during retraction 

carry medication 

stop epistaxis 

patch small air leaks in reinflated lungs 
reinforce suture lines 

treat gastroduodenal hemorrhage 

facilitate closure and healing of large kidney wounds 
control hemorrhage following anorectal surgery 
control bleeding and oozing in bone surgery 
promote granulation tissue growth in skin ulcers 
perform sponge biopsy 
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ghinions and ideas 


Bedside dressing sheet 
used to reduce infection 


Like many other hospitals, Paul- 
ina Stearns Hospital in Ludington, 
Mich., is constantly seeking new 
ways to prevent staphylococcal in- 
fection. Development and use of a 
bedside dressing sheet was a re- 
cent anti-infection measure. 

Mrs. Ella R. Johnson, R.N., the 
hospital’s director of nursing serv- 
ice, developed the idea and entered 
it as a project in the 1959 Mich- 
igan Hospital Association Hospital 
Achievements Contest. Mrs. John- 
son’s suggestion was named first- 
place winner among the projects 
entered by hospitals in the 51-200 
bed classification. 

The dressing sheet, 50 inches 
square, has a center opening which 
measures 12 by 4 inches. There is 
also a divided pocket (7% by 5 
inches) which is located near the 
center opening. The pocket con- 
tains a minimal number of in- 
struments plus three-inch square 
dressings. The dressing sheet is 
folded in rolls similar to a large 
laparotomy sheet. It is wrapped in 
an outer cover for sterilizing. 

Mrs. Johnson has found that this 
bedside dressing sheet encourages 
use of aseptic technique because 
the sheet must be used to gain 
access to the instruments. The 
sheet also prevents contamination 
of bed clothing by exudate from 
wounds, 


Minnesota hospital provides 
waiting room for salesmen 


St. Mary’s Hospital, Duluth, 
Minn., provides a waiting room, 
rather than just a chair in a re- 
ception area, for the use of sales- 
men who visit the hospital. 

Located near the purchasing of- 
fice, the waiting room is large and 
moderately furnished as a recep- 
tion room. Although this room is 
not used exclusively by the sales- 
men, it is always available to them 
when they call at the hospital on 
Tuesdays and Thursdays. 

The room is well lighted and 
equipped with a large table and 
several chairs. The table serves as 
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the work area for the salesmen 
while they are waiting to see the 
purchasing agent. A telephone has 
also been installed for the sales- 
men’s convenience so that he may 
make outside calls to gather in- 
formation, to place orders imme- 
diately or to set up appointments 
in the area. Several lounge chairs 
and a settee are also included. 

A bulletin board has been in- 
stalled in the salesmen’s waiting 
room for posting memorandums to 


WAITING ROOM for salesmen at Saint Mary's 
Hospital, Duluth, Minn., features a bulletin 
board for posting messages, a telephone and 
a work table for salesmen’s use as well as 
a settee and lounge chairs for their comfort. 


salesmen. The hospital’s purchas- 
ing agent has informed suppliers 
that the hospital will relay mes- 
sages to their representatives by 
this means. 

Sister Marybelle, O.S.B., admin- 
istrator of St. Mary’s Hospital, re- 
ports that the hospital and its 
suppliers have both found this 
arrangement most satisfactory. ® 


Colored cleansing tissues 
offer increased visibility 


Providing patients with colored 
cleansing tissues instead of the 
usual white ones is suggested by 
Mrs. Hannah O. Gruenwald, R.N., 
of Milwaukee. Mrs. Gruenwald be- 
lieves that colored tissues can be 
seen more easily by patients. Also, 
she reasons, the colored tissues will 
not get into the laundry as often 
as the white ones because laundry 
sorters see them more easily. 

Mrs. Gruenwald’s idea has been 
adopted by the St. Michael Hospi- 
tal in Milwaukee. 


LIGHT ! 


SO STURDY 
Low COST! 


Easy to handle! 
Folds to 3-inches 
for compact storage. 
Beautiful, aluminum 
frame, anodized for 
life-time finish. 
Handsome vinyl panels 
in pastel tones of green, 
blue, rose or white. 
Circus motif for nurseries. 


Write for swatch cards and prices 


Presco 


Company,inc. 


HENDERSONVILLE, N. C. 


/ scREEN® 
3 
3 
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introducing 


(Warfarin Sodium, Abbott) 


for the prevention and treatment of 
intravascular thrombosis and embolism 


The physician’s great advantage with PANWARFIN is this: 
he can establish stable oral dosage with relative simplicity. 

PANWARFIN is predictable in its effect. The 
physician will note but little day-to-day fluctuation 
in his patients’ prothrombin times. He isn’t beset by 
the usual need for frequently readjusting dosage. 
Guided by simple lab determinations, he gains early 
control of coagulability, and maintains the dosage 
with a minimum of tinkering. 

The initial dose provides therapeutic prothrombin 
levels within about 18 hours. Or, if immediate effect is 
desired, PANHEPRIN™ (Heparin Sodium, Abbott) 
may be given intravenously at the same time; after 
24 hours, hypoprothrombinemia is then maintained 
by regular oral doses of PANWARFIN alone. 

Consider PANWARFIN for your future anticoagulant 
regimens, doctor. Our literature gives full details. 

Ask your Abbott representative for it, or write. 
SUPPLIED in 5-mg. white grooved tablets, List No. 6973, bottles of 100 and | 


1000; 10-mg. yellow grooved tablets, List No. 6988, bottles of 100 and 1000; 
and 25-mg. orange grooved tablets, List No. 6994, bottles of 25, 100, and 1000. 


ABBOTT LABORATORIES NORTH CHICAGO, ILL. 
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SEE THE DIFFERENCE! \\/()i%) DISPOSABLE NEEDLES 


4 


A simple test that dramatically demonstrates the superiority of Vim sterile disposable needle pack- 
aging is illustrated above. Simply immerse the Vim pack, and any others you may wish to test, in 
water. Unlike paper-back or spot-sealed cap-type packs, the hermetically sealed VIM all-plastic unit 
cannot soak up or ‘‘breathe-in’’ contaminants ... assures sterility under all handling conditions. 


= 


: Compare the sharp new point. Developed through exhaustive penetration and strength tests, the - 
3 new VIM shorter top-side beveling (shown below) achieves optimum sharpness and strength, mini- 

: mizing patient discomfort. Broad side-pointing on Type "'A”’ and lancet type ’’B”’ cuts into lumen... 

= weakens points...may cut tissue plug. Frail lancet type, in particular, may ‘'fish-hook”’ in routine vial- P 
‘ stopper insertion or on tissue entry. 

(LANCET) —meet rigid new 

5 Government spe- AMERICAN CYANAMID COMPANY 

2. cifications for use SURGICAL PRODUCTS DIVISION 

7 4 in Veterans Admi- | 30 ROCKEFELLER PLAZA 


NEW YORK,N.Y. 


nistration and U.S. 


ffice: 
Armed Forces Sales Office: Danbury, Connecticut 


PRODUCERS OF DAVIS & GECK SUTURES AND 
Hospitals. VIM HYPODERMIC SYRINGES AND NEEDLES 
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—physicians view hospital costs 


le PART I of the August 1, 1958, 
issue of this Journal, we pub- 
lished a paper titled “How much 
do doctors know about hospitals?” 
The subheadline was “—not as 
much as they’d like to, study indi- 
cates.” In retrospect, the subhead- 
line probably should have read 
“not as much as they ought 
to...” Certainly, no hospital can 
hope to tell its story unless the 
members of the medical staff are 
able and willing to do their part. 
The fanciest of brochures stand 
little chance against an ill-directed 
and inaccurate statement by a pa- 
tient’s physician concerning hos- 
pital affairs. 

It is sad, as one rereads the 
scores made by doctors studied in 
the 1958 report, that in one of the 
two hospitals only 12 per cent of the 
physicians on the staff knew which 
person or group of persons had 
the power of appointment and re- 
moval of medical staff members, 
and only 25 per cent knew which 
organization accredited hospitals. 

This unfortunate lack of infor- 
mation by doctors is underscored 
in a feature in the January 1960 
number of GP, published by the 
American Academy of General 
Practice. As one of a question and 
answer series, GP asked what it 
called “a random sampling” of 
physicians: “Compared to fees 
charged for medical care, do you 
think hospital charges are in line?” 

Eighty-one per cent of the phy- 
sicians questioned thought that 
hospital charges were indeed out 
of line compared to medical fees. 
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editorial notes 


The doctors questioned, like all 
doctors, are entitled to their opin- 
ions. But some of the answers 
would lead one to believe that the 
opinion is not based on a solid 
knowledge of hospital affairs. 

One doctor complained that 
there should be some adjustment 
concerning meals, especially when 
a patient is on parenteral fluid be- 
cause in such cases the patient is 
charged both for the fluid and for 
the meal he didn’t eat. One won- 
ders what the doctor would feel if 
everything were on an itemized 
basis, a different charge for nurs- 
ing service, for different patients 
because of the varying intensity of 
the service given, a separate and 
individual laundry charge, a sep- 
arate and individual charge for 
everything. The result would be 
total confusion and increased ex- 
pense. 

Another physician wrote .that 

each year hospitals increase the 
cost of rooms, drugs, dressings, 
etc. Hospitals do no such thing. 
The costs of these items are 
increased, as even a cursory ex- 
amination of the situation would 
indicate, by forces outside the hos- 
pital. Among those forces (and a 
beneficial one, too) is the physi- 
cian. 
One Norfolk practitioner com- 
plained that nursing fees are pro- 
hibitive to many patients. He cited 
the cost, $12 per eight-hour shift. 
This works out to $1.50 per hour, 
and it is hard to think that such a 
rate is either prohibitive or an un- 
reasonable hourly reward for the 
nurse. 


HOSPITALS 


From Nebraska comes the com- 
ment that “most hospital building 
programs cost about 50 per cent 
more than necessary—the extra 
cost making them marble palaces.” 
And another doctor brought out 
the old chestnut of the 15 cent 
aspirin. 

The aspirin comment took the 
criticism out of the intramural 
area. A science writer spotted it 
and wrote a story about doctors’ 
gripes, the story in New York 
carrying the headline that the 
doctors were complaining that the 
hospitals were “gouging” the pub- 
lic. This hardly enhances the 
standing of the hospital in the 
public eye. 

One letter published by GP in 
the survey and, as one would ex- 
pect, not quoted in the newspaper 
article, is worth repeating at least 
in part. 

Wright K. Smith, M.D., of Dal- 
las, Texas, said that he relates the 
constant criticism of hospitals to 
the “never ceasing propaganda for 
the socialization of the medical 
profession. Focus enough atten- 
tion on rising medical and hospi- 
tal costs; deny the spiraling cost 
of food, shelter and clothing, de- 
spite conclusive evidence to the 
contrary, and incite the public 
against such ‘injustices’—these tac- 
tics, sadly enough, have been 
eminently successful and can only 
be opposed through public aware- 
ness of the facts.” 

Doctors have a responsibility to 
help tell the hospital facts to the 
public. The first order of business 
is to get the facts straight. 
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'By the side of the road’ 


Advantages of a small central site 


for homes 


for the aging 


by William ¥. Swaim Je. 


HE RAPID INCREASES in the num- 

ber and proportion of Ameri- 
cans aged 65 and over make hous- 
ing for the aging a vital problem. In 
planning a residential and care 
facility to meet the special needs of 
this group, the choice of location is 
of paramount importance. Today 
most authorities agree that a small 
centralized site in an urban or resi- 
dential area is far superior to the 
traditional isolated estate. 

There are numerous advantages 
in locating a home for the aging 
near people. Isolation and loneli- 
ness are avoided, and residents are 
able to keep up community con- 
tacts. As architects Haak and 
Kaufman, Myerstown, Pa., wrote, 
“Shelter has ceased to be the serv- 
ice of primary importance...A 
good home should be part of a 
total community program. A home 
should be designed so that people 
can be helped not only to live, 
but to come to life.” 


Loneliness is the main problem 
that homes for the aged need to 
solve. Isolation accentuates this 
problem and tends to make the 
individual introverted. Distance 
produces debilitating solitude, with 
deleterious effects that may grow 


Jr. is executive secre- 
tary o e eight Presb Homes of 
Central Pennsylvania, burg, Pa. 


Homes for the aging should be 
centrally located to avoid the hazards 
inherent in isolation, according to the 
author. He describes the psychological 
and economic advantages of locating 
institutions on downtown or residential 
sites instead of in rural areas. 


in geometrical proportion to the 
distance. 

Surplus land around an institu- 
tion creates a vacuum which is 
soon filled with self-pity and ru- 
mors. Perhaps this is one reason 
such a large percentage of resi- 
dents in isolated homes need trays 
and rehabilitation. The location 
can be devastating to the human 
spirit; an isolated one tends to 
cause mental deterioration, which, 
in turn, helps produce physical 
debility. Isolates tend to vegetate. 

An interesting location helps 
stave off deterioration. It gives 
residents and employees opportu- 
nities and incentives for social life 
that re-creates. 

Locating a home in a busy com- 
munity practically solves the rec- 
reation program because daily life 
continues to be normal. Older 
people need maximum association 
with younger age groups to remain 
alert, functioning, and useful com- 
munity members. Older people 
suffer too many rejections, even if 
they remain in the stream of life. 
In isolated pools they may become 
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LONELINESS 


mentally and socially stagnant. 


ISOLATION IS AVOIDED 


We deplore the traditional tend- 
ency to consign older citizens to a 
living death. The multitude of 
homes for the aging which are 
located one or more miles from 
town tend to become storage plants. 
The objective is to create a bee- 
hive, in which there is much com- 
ing and going. In an isolated home 
both are minimized. 

A home nine miles from a city 
in Oregon advertises that it is a 
“quiet, pleasant and restful place’’. 
Is that good? On the same page 
one reads, “Occupational therapy 
for those who wish something to 
do”. A resident of a home in the 
country said, “We have no place 
to go”. Home regimen forbids 
walking on the dangerous high- 
way. The supervisor of a farm 
home wrote, “The only thing we 
can see from here is... which way 
the cars go, either across our 
bridge or up the little-traveled 
road. That’s the only excitement 
we have”. 

One home took the curator of an 
historical society from a downtown 
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location and placed her in a home 
on a farm 30 miles away. It is no 
wonder that she had some diffi- 
culty making the adjustment. She 
wrote, “Well!! Anyone who loves 
the country is perfectly welcome to 
my share!! I have been a guest in 
a church home for six years, and 
... Ihave done everything to be- 
come adjusted to living in the 
country.” She liked the home and 
the people there, but “this kind of 
monotony, with nothing to do, this 
is what almost breaks me up”. 


Recreation for the home resi- 
dents should continue to be similar 
to the pursuits that they would 
enjoy most if they were not resi- 
dents of a home. The chief recrea- 
tion for older people is people, who 
bring in smiles and ideas. Accessi- 
bility invites and encourages visi- 
tors, while a remote location leaves 
time hanging heavily for the dis- 
franchised. 

Experience with residents dis- 
closes that they want a front porch, 
preferably one that borders a side- 
walk. In a well located home, resi- 
dents will get most of their recrea- 


DESIGNED fer ovtdoor 
meals and parties, this gar- 
den at Carmel Hall for the 
Aging in Detroit has a cor- 
ner pool, shuffleboard and 
space for individval gar- 
dens. Reconstructed by Leo 
M. Baver and associates, De- 
trolt architects, this former 
downtown hotel has a Little 
Theotre, recreation areas, 
and facilities for extensive 


tion from seeing neighbors, traffic, 
new dresses, coiffures, baby bug- 
gies, and clotheslines. Traffic noises 
may be bad, but no noise is worse. 

Samuel Foss hit the nail on the 
head for older people, “Let me live 
in a house by the side of the road 
—where the race of men go by.” 
Older adults desire to continue to 
live in a house by the side of a 
sidewalk so that they can watch 
the world go by and remain re- 
lated to it. A home for the aging 
should be located in a neighbor- 
hood. Elderly people are interested 
in normal activity. They like to go 
places and do things. Who doesn’t? 

The publication of The Good 
Shepherd Home, Allentown, Pa., 
states: “The location of (our) 
home along busy highway, truck- 
ing, and trolley routes provides a 
stimulation to imagination and 
conversation. In fair weather the 
ample yard area is spotted with 
wheel chair and bench groupings 
of watchful persons, absorbed in 
the activity around them. For all 
the summer months, this favorite 
pastime furnishes entertainment 
from morning ’til night. Friends 
from the neighborhood stop by... 
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A BEAUTIFUL view and community 
accessibility distinguish 

Willamette View Manor, 

a retirement hotel in a 

residential section of Portland, Ore. 
The three buildings—the manor, 


to sit a while, and watch, and talk, 
to barter and exchange, to help in 
writing letters.” 


COMMUNITY CONTACTS 


Optimum living requires inter- 
esting pursuits. Senior citizens 
need community activities, and the 
community needs the seniors. Shar- 
ing in community affairs is im- 
portant to confidence, to self-es- 
teem, and to happiness, and the 
continuation of outside interests is 
paramount to personal fulfillment. 
The value of a home depends upon 
the quantity, quality, and fre- 


Outpatients 
Are Rehabilitated 
In Hospital 
Geriatric Unit 
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prefer to live. Desperate cases will 
go to a home in any location, but 
it is far better to find out where 
they would prefer to be, and to 
place the home accordingly. We 
should remember that the trend 
toward suburban life was not 
started by the oldest generation, 
but by young couples who drive 
automobiles. 

A visitor leaving a $500,000 
home for 50 people on 23 treeless 
acres five miles from town said, 
“From here old people can see 
quite a distance.” Who wants to? 
Visitors are infinitely more im- 


quency of community contacts. In 
self-contained institutions resi- 
dents and staff tend to become 
ingrown. 

Centrality gives the residents 
opportunity for choices of inde- 
pendent entertainment. If the home 
is institution-centered, residents 
lose the right of multiple choice. 


It is so easy to get a wild dream 
of having old people reside among 
forested hills where they can see 
the sunsets. Boards of trustees 
should ask old people where they 


Outpatients come to spend the day at a geriatric unit attached 
to St. Richard’s Hospital, a 400-bed general hospital in Chichester, 
England. The outpatients are brought by ambulances or cars and re- 
turned to their homes at about 4 p.m. They have a treatment session 
during the day in the physiotherapy department, as well as occupa- 
tional therapy with a selected number of inpatients from the wards. 
The inpatients benefit from this contact with “outside”; it encour- 
ages them in efforts toward rehabilitation and stimulates their wish 
to return as soon as possible to normal life in the community. 

Holiday cases are admitted to the wards for a few weeks at a 
time to relieve relatives and give them a chance to go away. The 
surroundings, both in geriatric wards and day hospital, are color- 
ful and cheerful. All patients are up unless actually ill, and the 
nurses try to arrange them in armchair groups, with those most 
capable of rehabilitation together for competitive mutual encourage- 
ment.—Nursing Times, Official Journal of the Royal College of Nurs- 
ing. Dec. 25, 1959. 


| 
| 
~ 
= | 
court and hospital—appear 
at the left. The Oregon 
Physicians Service provides 
| the residents with a 
hospital-medical-surgical 
plan at very low cost. » 
| 
H 
APPLICANT PREFERENCE | 
{ 
4 i 


portant than vistas. A few prefer 
the country quietude, long views 
and sunsets, but the percentage is 
negligible. It is better to compro- 
mise on window views than on 
proximity to life. 

A study of the residents of 
one organization, which serves 39 
counties, showed that practically 
all their residents come from the 
cities and larger towns.* Old people 
in the city do not want to move 
to the country. Only 11 per cent of 
the women pensioners of the Pres- 
byterian Board of Pensions pre- 
ferred a rural or country location 
for retirement. Even farmers move 
to town when they retire, and they 
desire to go there several times 
every week in the meantime. How 
much more true is this of older 
people who outlive cars, drivers’ 
licenses, and easy ambulation. 

It is a form of mental cruelty to 
force people to live in the country 


in their last years. Most of those 


who go to homes never lived where 
there were vistas. Porches are 
infinitely more important to them 
than lawns. Grounds and other 
outside space are not as important 
to the residents as they are to 
trustees and to visitors. The im- 
portant concern is what the appli- 
cants and residents want and need, 
not what someone thinks they 
ought to want. 


FEWER CAPITAL EXPENDITURES 


Isolation brings many direct and 
indirect costs. A good central lo- 
cation brings such city advantages 
as water mains, roads, sewage dis- 
posal, bridges and extra walks at 
public expense. One home accepted 
the gift of 138 acres one mile from 
the center of a town and eventually 
spent $25,000 for these items. The 
money spent for rural extras would 
have gone a long way toward pur- 
chasing land in a good location. 

In 1954 an energetic lady in- 
spired her town of 3000 inhabitants 
to erect a small new home for the 
aging three miles from town. Pav- 
ing the driveway cost $1700, a sum 
that would have purchased a town 
lot along a paved street, with side- 
walks and a hundred other bless- 
ings. The sewage disposal plant for 
a 50-resident home near Hagers- 


*The study was made by Presbyterian 
Central Pennsylvania, Dills- 
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town, Md., cost $45,000, and, for 
a Lutheran home of 200 persons, 
a plant cost $75,000. That amount 
of money could buy an urban site, 
with public disposal. 

The Masonic Home in Elizabeth- 
town, Pa., spent $700,000 on a rec- 
reation building and auditorium 
for 600 residents. In a central lo- 
cation residents could enjoy com- 
munity recreation facilities and 
churches. 

The equity in an isolated home 
is much less than it would be in 
a well selected location. For older 
people, as for others, the value of 
a home depends in large measure 
upon the value of the land. It is 
the proximity to everything that 
makes land valuable. This is dou- 
bly true for older people, for whom 
distance is an insurmountable bar- 
rier. Rural acreage is inexpensive 
because it is weak in want-satisfy- 
ing ability. 

Multi-storied units are prefera- 
ble to ranch-type units, because 
the horizontal spread of the latter 
requires purchasing relatively in- 
expensive land. 


The high cost of rural extras 
for capital investments and for 
maintenance makes a central lo- 
cation economical. In fact, the 
extra maintenance costs in the 
country would eventually amor- 
tize the cost of a good location. In 
isolated areas, fire insurance pre- 
miums increase but safety is less- 
ened. 

Snow removal on long drive- 
ways can be expensive, as are the 
maintenance costs of large lawns 
and private driveways. In 1956 a 
home on Long Island spent $400 
per resident for the care of the 
lawns. In contrast, the cost of male 
labor in a small, well located urban 
home can be kept down to a total 
of $20 per resident per year. 

In rural homes septic tanks 
cannot accommodate automatic 
washers, which use chemicals that 
destroy bacterial action. In 1956 
a Baptist home reported that their 
sewage disposal plant needed re- 


. pairs costing $3500. 


A small town cannot supply 
capable mechanics for repairs to 
equipment, and it is expensive to 
disburse portal-to-portal wages, 
plus mileage. A few miles can add 


$10 or more to the cost of each 
trip. 

Remote locations bring many 
headaches and great expense for 
transporting residents and staff, 
who may need transportation at 
different hours 365 days a year. 
A home in New Jersey spends 
$1,000 per month for transporta- 
tion. 

At another isolated Indiana 
home, 11 of the 13 employees 
“sleep in’, thus reducing home 
service, increasing per capita costs, 
and decreasing morale of both staff 
and residents. Distance is a hard- 
ship on visitors, too. A guest re- 
cently paid a taxi fare of $11 to 
visit a resident at a rural Indiana 
home, which does not have bus 
and rail service. 

Proximity to a hospital, nursing 
homes, x-ray machines, specialists, 
and visiting nurses is sufficiently 
important to justify the expense 
of a good location. Specialists dis- 
like time-consuming travel into 
the hinterland. 

Isolated areas can also be diffi- 
cult for a physician to reach. In 
winter, for example, secondary 
roads may be closed by snow. 
What of the aged person in a 
snow-bound home who needs an 
emergency operation? 

The representative of a rural 
home wrote, “I have been turned 
down repeatedly by capable women 
who could do the work and who 
need it—one woman had just been 
laid off—but they do not want to 
leave (town).” Even if a home is 
well located, securing a suitable 
supervisor is difficult. If distance 
makes a car necessary, the choice 
is limited to applicants who have 
a car, or who can at least drive 
one. This narrows the choices to 
near the vanishing point. If the 
home is well located, the decision 
can be made on the basis of per- 
sonality and ability rather than on 
“car-ability.” 

M. C. Stayer, M.D., of the Penn- 
sylvania Department of Health, has 
stated that one of the reasons 
tuberculosis hospitals are being 
used less and less is that it is al- 
most impossible to staff them in 
their rural locations. 

Not only is it difficult to staff a 
rural home, but staff morale is 
endangered by isolation. Late in 
1956 a Chicago hospital began to 
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utilize the former nurses’ home for 
the care of the chronically ill, thus 
forcing nurses to find their own 
lodgings. Nurses and their visitors 
had previously tended to talk shop 
in the dormitory, but, after the 
nurses moved out, they and their 
visitors began to talk about other 
things. 


In an isolated home the four’ 


walls circumscribe the world, and 


conversation of staff and residents 


centers on that little sphere. Well 
located residents and employees 
enjoy refreshing topics which grow 
out of community contacts. 


We heartily disagree with the 
recommendation of a denomina- 
tional board of hospitals and homes 
that the site should be not less 
than 20 acres. We believe that 
homes should be located on land 
that is evaluated by the front foot 
rather than by the acre. 

Since distances are longer for 
older people than they are for 
younger generations, the plot for 
a home need not be more than 
one acre, (200 by 200 ft.) and 
should not exceed two acres (250 
by 320 ft.). The land area need 
not be more than two or three 
times as large as the roof area. 


The desirability of a location 


varies inversely with the acreage. 

_A home erected on an isolated 
site should be comparatively small 
because the location will discour- 
age the filing of applications. Va- 
cancies exist only in homes which: 
(1) are badly located; (2) which 
serve only men and couples; or 
(3) which do not pay for medical 
care. 

A home should not be located 
in a thinly populated section of a 
large territory. Being in a popula- 
tion center of the constituency is 
more important than being near 
the geographical center. In order 
to be accessible to visitors and to 
future residents, the home should 
capitalize on the normal flow of 
traffic. Needy persons from the 
well stocked urban areas will re- 
sist moving against traffic. 

If an organization opens a home 


_in a location that repels and then 


opens a second unit in a magnetic 
location, the former,may become a 
temporary receiving home for the 
latter. 
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The best location is a residential 
area near the center of a popular 
municipality. A nearby college of- 
fers an ideal atmosphere for re- 
tired people. Old people do not 
want to live where the home is 
the major attraction. Segregation 
disfranchises residents. 

A home should be within 1000 
yards of a shopping center. A dis- 
tance of one mile isolates, and it 
makes the creation of happiness a 
problem, which is largely solved 
if residents can windowshop and 
post their own letters. They need 
easy access to a store where choco- 
late bars, toilet articles and other 
provisions can be purchased se- 
cretly. Public transportation is a 
“must”, Otherwise, the residents 
will say, “How can I get out of 
here?” and outsiders will say, 
“How can I get there?” 

Buses and streetcars are incon- 
venient, expensive and hazardous 
for some older adults. Because 
many old people cannot negotiate 
the 12 or 14 inches up to a bus 
step, a home for the aging should 
be located on level terrain within 
four blocks of churches, the post 
office, the dime store, movies, and 
other stores. As stairs are wooden 
mountains for persons with stiff 
joints, front steps may be a greater 
barrier than horizontal distance. 


CHOICE OF LOCATION 


The penalty for having a good 
location is the parking problem for 
visitors, but homes are operated 
for the benefit of residents. 

One of the chief arguments in 
favor of renovating hotels and 
family mansions is that most of 
them are located in or near a 
business section. The Milner Chain 
is spending $2,000,000 to convert 
25 of their 200 hotels to the care 
of the aging. This trend will ac- 
celerate when more people realize 
that this is the type of location that 
most older people prefer and need. 

If the home is located in a small 
town, it is likely that the neigh- 
boring church or churches will be 
too small to minister sufficiently to 
the spiritual and social needs of 
the residents. A denominational 
home should not be placed where 
there would be more than one 
resident for each 20 members of 
the local church or churches of 
that denomination. 


Many authorities today recog- 
nize the truth of this statement 
from Medical Agenda: “Homes 
must provide more than the mini- 
mum country boarding house care, 
which is all that is given at present 
in many institutions.” 

After inspecting more than 60 
homes in the United States and 
Europe, Donald L. Hibbard, execu- 
tive vice president, United Pres- 
byterian Board of Pensions, wrote, 
“The aged should not be. segre- 
gated into large communities of 
older persons ... The aim should 
be to keep old and young together 
in a balanced community—each 
living independently and being 
mutually helpful . .. Homes should 
be located in cities or in towns— 
not in the country.” 

Early in 1958, Governor Harri- 
man stated that projects erected 
under the proposed bond issue of 
$50,000,000 for housing the aging 
“will be small and will be located 
in normal neighborhoods... keep- 
ing them as an integral part of the 
communities.” The 2500 apart- 
ments planned for older persons 
in 1951 by the New York State 
Heusing Authority keep older per- 
sons\in the same building with 
other tenants, but protected in a 
separate wing. This gives them the 
advantages of community living 
without the disadvantages. 

Mrs. Geneva Mathiasen, secre- 
tary of the National Committee of 
the Aging of the National Social 
Welfare Assembly, has said, “old 
people do not want community 
isolation nor segregation .. . Com- 
mon sense shows that segregation 
of any group causes discontent, 
even in new housing develop- 
ments ... Any kind of housing 
which accentuates isolation is not 
good. Denmark abandoned the 
plan to have separate towns for 
older people. In this country we 
formerly thought that a home for 
the aged should be in the country, 
but we found that older people are 
apt to have too little rather than 
too much noise and distraction. 
They need to be near shopping, 
churches, recreation facilities, and 
people. They need contacts with 
the main stream of life. 

*“... One survey of business and 
professional women showed that 
almost nine-tenths of the single 
employed women intended to stay 
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DETROIT'S skyline stretches out beneath the 
roof garden of the Taft Hotel, one of several 
Milner hotels remodeled to house senior citi- 
zens. Residents hold weekly meetings in the 
basement recreation room. Balanced meals 
are provided either in the restaurant or in 
residents’ rooms for less than $2 per day, 


in the same town after retirement, 
43 per cent near the center of the 
city and 57 per cent in the sub- 
urbs.”’ Note that none plans to live 
in the country. 


The home’s location is so im- 
portant that it may be decisive 
in determining success. For most 
authorities the subject of a central 
location is no longer even debat- 
able, yet many homes for the aging 
are still being built in isolated 
areas. 

For example, in 1956 a church 
organization in Philadelphia ac- 
cepted the gift of an estate house 
which is six-tenths of a mile from 
the entrance gate, where there are 
no sidewalks. In 1949 one of the 
larger denominations purchased 77 
acres and four buildings in a rural 
location where the only attraction 
is the home. The spacious lawns 
are beautifully kept, but few resi- 
dents can walk as far as the en- 
trance gate, which fronts on 
nothingness. In 1959, $2 million 
were spent to erect a home on 30 
acres; the land is five miles north 
of Wilmington, Del. In 1958, three 
denominations jointly opened 284 
apartments in a 10-story building 
on 15 acres two and one-half miles 


APRIL 1, 1960, VOL. 34 


from, and 300 feet above, Medford, 
Ore. The free bus service is ex- 
pensive, and it cannot counteract 
the distance. 

In 1957, a corporation which had 
operated homes in residential, ru- 
ral, and suburban locations pur- 
chased the McAllister Hotel in the 
center of Hanover, Pa. Fire-resist- 
ant accommodations for 75 were 
secured at a cost of $300,000. The 
brochure announcing this unit 
states: “The present trend in es- 
tablishing homes for elderly people 
is to locate them near their friends 
where the church membership is 
most heavily concentrated and at 
a downtown location where they 
are easily accessible for employees 
and within walking distance of 
stores and churches for the resi- 
dents.” 


The advantages of a central site 
are so great that trustees should 
exhaust the possibilities in search- 
ing for the most serviceable lo- 
cation. A central location is suf- 
ficiently important to justify the 
purchase and razing of good build- 
ings. Zoning regulations sometimes 
force a compromise on location, but 
every possible effort should be 
made to secure good locations, per- 


haps with appeals for zoning ex- 
ceptions. 

No. one location can have all 
possible advantages, but many 
possibilities should be studied and 
rated. A list should be made of the 
relative advantages and disadvan- 
tages of each locale. 

Helpful facts on the comparative 
values of various locations may be 
found in the 1956 Statistical Ab- 
stract of the United States, and in 
County and City Data Book, 1952, 
which are available for $3.75 and 
$4.25, respectively, from the Su- 
perintendent of Documents, Wash- 
ington 25, D.C. Valuable informa- 
tion can be secured from these 
books on such local conditions as 
population, area, climate, prices, 
business enterprises, roads, vehi- 
cles, and transportation. These 
books are “organized so as to fa- 
cilitate making comparisons be- 
tween items and between areas, 
developing indexes and rankings, 
obtaining per cents and averages.” 

Many homes would do well to 
create a neighborhood by selling 
surplus land as building lots. An 
organization now struggling with 
a bad location should not waste 
additional funds in expansion. Any 
growth should begin in a new lo- 
cation. a 
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HOSPITAL TEACHES TEACHERS 


HOW TO HELP THE DISABLED CHILD 


S A CONTRIBUTION in the public 
A interest, the Hospital for Joint 
Diseases, New York City, has been 
‘conducting, for the past five years, 
year-round programs of lectures 
and meetings for schoolteachers, 
school principals, school nurses, 
Parent-Teacher Associations, pro- 
fessional groups and other mem- 
bers of the community on the 
subject of early detection of or- 
thopedic disabilities in children of 
preschool and school ages. This pro- 
gram has been conducted on the 
theory that much can be done for 
such children if they receive prop- 
er medical attention in the very 
early stages. 

Fully 65 per cent of all the work 


done at the hospital is devoted to 


orthopedics and half of all ortho- 
pedic service beds are assigned to 
the Children’s Service. Members of 
the hospital’s visiting staff, social 
service and nursing departments, 
vocational rehabilitation counse- 
lors, members of the department of 
physical medicine and rehabilita- 
tion, and the administrative staff 
joined in this program, which has 
included lectures, workshops and 
case presentations, utilizing mov- 
ies, slides and other illustrative 
material. 


A. Rosenberg, F.A.C.H.A., is executive 
director of the Hospital for Joint Diseases, 
New York City. 


A new 15-week credit course, ap- 
proved by the board of education and 
conducted by a New York City hos- 
pital, helps teachers detect and handle 
orthopedic disabilities in school-age 
children, the author reports. The 
course, which emphasizes educational 
implications of childhood disability, 
includes lectures by the hospital’s med- 
ical staff on medical and psychological 
aspects of disability as well as case 
discussions by representatives of medi- 
cal, health, social work and education 


agencies. 


The New York City Board of 
Education last year granted ap- 
proval to conduct a 15-week credit 
course on this subject because of 
the considerable interest of all the 
community groups concerned. It 
was to be conducted at the hospital, 
specifically for schoolteachers. 
After study by school and hospital 
officials, a course was outlined and 
approved. The course provided 
credit which could be applied to: 
(1) qualifying for a higher grade; 
(2) completing requirements for 
a license; (3) make-up credit to 
validate a license to teach phys- 
ically handicapped children; or (4) 
credit toward salary increments. 

The course was Officially listed 
as “Course C-637—The Health, 
Welfare and Education of the Child 
with Physical Limitations” (Fig. 
1). The board of education’s bu- 
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reau of the physically handicapped 
announced the course to teachers 
of regular classes, health conser- 
vation classes, home instruction 
teachers, and health and guidance 
coordinators. A nominal fee of $2 
was charged by the board of edu- 
cation for materials. 

The broad areas of subject mat- 
ter that were studied included: (1) 
physiology and anatomy in rela- 
tion to the disabilities; (2) family 
settings and environment aspects; 
and (3) psychological and other 
factors relating to the child’s 
growth and learning. 

Of the several hundred teachers 
who applied, 45 were selected to 
attend the first course held last 
Spring. They represented many 
different schools and all the New 
York City boroughs. The course 
was planned for 15 consecutive 
Tuesdays at the hospital from 3:45 
p.m. to 5:25 p.m., beginning on 
Feb. 17, and ending on June 2. This 
course was repeated in the Fall be- 
ginning on Sept. 22, and ending on 
Jan. 12. 


A VARIED COURSE FACULTY 


The faculty included, in addition 
to the members of the hospital’s 
various medical and professional 
services, staff members of the 
board of education’s bureau of the 
physically handicapped and spe- 
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FIGURE 1. 
OUTLINE OF COURSE C-637 


HEALTH, WELFARE AND EDUCATION OF THE CHILD 


WITH PHYSICAL LIMITATIONS 


Session 


OF 


Hip diseases in infancy and childhood. 

Case discussion—6-year-old patient with bilateral 
congenital dislocation of hips. 

Anomalies and deformities of lower extremities. 
Case discussion—9-year-old boy with right club 
foot. 

Anomalies and deformities of upper extremities. 
Case discussion—18-year-old girl with congenital 
deformity of right arm and elbow. 

Diseases and deformities of trunk and spine. 
Case discussion—15-year-old girl with idiopathic 
scoliosis. 

Orthopedic residuals of metabolic and neurologi- 
cal diseases. 

Case discussion—9-year-old boy with resistant 
rickets. 

Arthritis in childhood. 

Case discussion—question and answer period, with 
panel of specialists in all disciplines. 

Osteomyelitis and tuberculosis of bones and joints. 
Reconstruction of paralyzed upper extremities. 
Case discussion—18-year-old girl with postpolio 
and multiple involvements of all four extremities. 
Review and evaluation of course. 


might arise in school situations 
with children who had the type of 
handicap discussed during the pre- 
vious medical session. The papers 
were then discussed at the follow- 
ing case presentation session. 

A bibliography also was given to 
the students and each was made 
responsible for reporting on at 
least one book. The students were 
constantly reminded that this was 
a course for teachers with the em- 
phasis on questions and problems 
from the viewpoint of a teacher 
rather than from the viewpoint of 
a physician, a nurse or social 
worker. They were also taught 
how certain factors would allow a 
better adjustment of the child in 
his school situation. 

Interest in the lectures was high 
throughout the 15 weeks and the 


(Continued on page 97) 


cialists from cooperating agencies 
in all the areas under discussion. 
Among these agencies were the 
Play Schools Association, New 
York City Health Department, 


Pes 
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FIGURE 2. 
QUESTIONNAIRE 


COURSE C-637-—-THE HEALTH, WELFARE AND EDUCATION 


OF THE CHILD WITH PHYSICAL LIMITATIONS. 


INSTRUCTIONS: PLEASE COMPLETE AND RETURN THIS 


COPY TO HELP US DETERMINE HOW WELL THIS 


COURSE MET YOUR NEEDS AND TO SERVE AS A GUIDE 


We 


Visiting Nurse Association and the 4] IN PLANNING FUTURE COURSES. ‘ 
Division of Vocational Rehabilita- ‘NAME DAT 
tion. Slides, movies and graphs 
were used in many of the sessions * 1. nage Ai — of the reasons for your registration ei 
throughout the course. or course 
Following the introductory ses- = 2. What “ee of things did you expect to learn from this iz 

course 
pen, «Hee Som afternoons teres de- * 3. Now that the course is nearing its end, has it met your 4 
voted to the presentation of medi- # expectations? Please elaborate. ; 
cal and psychological aspects of S 4. Which were the most useful sessions for you? Which 
disabling conditions found in e the least useful? Please elaborate. 4 
school children. Each of these ses- 3 5. What have you learned in this course in the way of 


sions was conducted by the medi- 
cal staff of the hospital. Alternat- 
ing with these sessions were seven 
workshops of case presentations by 
representatives of the various dis- 
ciplines—medical, health, social 
work, and education—involved in 


new facts, concepts, approaches, attitudes, etc? 

Give specific examples as to how you used the infor- 
mation obtained. 

To what uses do you think you can put the information 
in the future? 

Have you been able to “spread” te others in your 
school or community the information obtained and if 
so, how? 

(a) Do you think such a course should be repeated for 


the care, treatment and education a others in the echeal aysten? 
of the child. Special emphasis was : (b) How do you think it could be improved? - 
given to the educational implica- . (c) What subject matter should be given: 3 
tions for the child in the classroom more attention He | 
and in the school. a the same = 
active Please be frank in your recommendations. 
of every member attending the S 10. (a) In what way do you find a reading list useful? Bis 
course, each member was required (b) In what ways have you or will you use the read- _—- 
to turn in at least one written page ; ings? 
of homework during the weeks xa (c) Which readings did you select? - 
following each medical session. ; (d) How have they been useful? at 
This homework consisted of prob- E Thank you for your cooperation. ey 
lems that the student believed 
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by ROBERT H. REEVES 
TATISTICS are important. In MOVEMENT OF POPUBATION 
many hospitals, the job of re- Month Ending Oct.31 1958 
Among other weaknesses we found oo | 1/16) 14 | % ott 
designed and installed anew form 6 62} 43 | a3) ee 
of the Rochester Regional Hospital 6 | «3 | 161 11 15 | 
Council. It is a simple and nearly 7 | 46 | 4] 
automatic device that produces 46; 45 | 13; 8 
child) patient days. At the same 47 2) 36) 60 
curacy of other important hospital | 1¢| 1] a7] a5 | 
records. 71.62 | 16). 4) 319; | 
office. It might also be maintained ¢ise| | 11 
by the business office. | 9) sei «9 1.0} 2 
Most hospitals keep several basic 20 | 59 | 9 | 50 9) 2) Of. 22 | 
n or e e ‘ 


38 


t 
le 
+4 


of the Population Movement form. 
These include: an inpatient regis- 
ter, showing at least the patient’s 
name, address, physician, and date 
admitted!; a visible bed index!, 
and a discharge register, which 
functions as a daily analysis of 
hospital service.? 

The Movement of Population 
form covers one month (see Figure 
1). Each line indicates figures for 
one day. Columns 6 through 10 are 
for newborn statistics. Columns 1 
through 5 are for all others (adults 
and children). 

The entries on the form for one 
day are proved early the following 
morning in the following manner: 

Figures in columns 2 and 7 must 
agree with the number of entries 
in the inpatient register. 

Figures in columns 4 and 9 must 
agree with the number of entries 
in the discharge register. 

The figure in column 11 should 
agree with the visible bed index. 
(The visible bed index should not 
be altered because of admissions 
or discharges occurring after mid- 
night until it has been verified with 
the Movement of Population form.) 

Our experience in working with 


many hospitals has shown that a 
less formal system of recording 
and verifying admissions and dis- 
charges too often results in errors 
in or omissions from admission 
registers and discharge registers. 
Such errors and omissions also re- 
sult in the production and use of 
incorrect statistics. 

The Movement of Population 
form should be proved at the end 
of each month as follows: 

All columns are totaled except 
columns 1, 3, 6, and 8. 

The difference between columns 
2 and 4 should equal the difference 
between column 1 at the beginning 
of the month and column 5 at the 
end of the month. 

The difference between the totals 
of column 7 and 9 should equal the 
difference between column 6 at the 
beginning of the month and column 
10 at the end of the month. 

The totals of columns 5 and 10 
should equal the total of column 
11. 

The totals of columns 11 and 12 
should equal the total of column 
13. 

Columns 12 and 13 are necessary 
to show the total patient days for 


the month. Column 11 should be 
proved each day with the visible 
bed index (as of the previous mid- 
night). This figure must be in- 
creased, however, by the number 
of patients admitted and dis- 
charged on the same day, if any, 
in order to ascertain the correct 
number of patient days. Column 
12 was not designed to separate 
these days between newborn pa- 
tients and other patients. If this 
were desirable it could easily be 
done. 

When the Movement of Popula- 
tion form is proved daily and 
monthly it assures the complete- 
ness of the admission register and 
of the discharge register. These are 
two important and permanent rec- 
ords. The Movement of Population 
form also furnishes reliable data 
on numbers of admissions and dis- 
charges and of patient days. When 
used properly, this form can and 
should be the only source of these 
statistics for all internal and ex- 
ternal 
1. Manual of Admitting Practices and Pro- 

cedures. American Hospital Association. 

Chicago, 1952. 

. Huffman, E. K. Manual for Medical Rec- 


ord Librarians. Chicago, Ph 
Record Company, 1955. — 


THE HOSPITAL: 


Any one who has spent even a small amount of time 
in the antiseptic quiet of a hospital room will know what 
| mean when | say that a hospital is a special kind of 
thinking place. It gives you a chance to look over your 
past, assess your present, and think about your future. 
Perhaps one can do this in a hospital better than any- 
where else because the hospital environment seems so 
foreign to that of everyday life at home and at the office. 
it’s a kind of all-white half-world . . . and divorced from 
your environment, you can look at it objectively instead 
of subjectively. 

Everybody ought to have a special thinking place. It 
could be anywhere . . . anywhere where your thoughts 
won't be distracted by people and places and things. 

Too many of us live in a chaotic world and at far 
too fast a pace for any serious thinking. Oh, we think all 
right. But rarely do we find time to think anything, includ- 
ing ourselves, completely through. | can say then that in 
one week | got to know myself. Most people never accom- 
plish that in a whole lifetime. But | can say, in all truth- 
fulness, that | got to know myself a whole lot better. 

| suppose another reason one can do this in a hospital 
is that, rightly or wrongly, we connote hospitals with the 
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end of the road. Intellectually, that is ridiculous because 
people go to hospitals in order to live, not to die. But 
when something, no matter how small it may be, when 
something is wrong with you, or you suspect that some- 
thing’s wrong, you begin taking the long-range view. . . . 

So in your thinking place, let me suggest that you take 
stock of yourself. Where are you going . . . and why? 
Where did you want to go 10 years ago . . . 20 years 
ago? What was your childhood ambition? Can you hon- 
estly call yourself a success .. . as a friend . . . as an 
employee .. . as a boss? Or as a husband or a father 

. or as a mother or wife? These are some of the things 
you can think about, but they are only the beginning, 
obviously. 

Many of us go through life without realizing we don’t 
have any long-range goals. Most of us have short-range 
goals and usually they are concerned with material 
things. ... 

Many of us have our sights set on wrong goals. Some 
of us are mistaking the means for the end. And with 
reference to the end . . . what do most of us leave be- 
hind? Anything at all? 

Thoughts . . . for a hospital bed. Or for any one... 
in his special thinking place.—ALEX DREIER, National 
Broadcasting Company radio and television commentator, 
in a broadcast Jan. 20, 1960, shortly after a stay in 
Chicago Wesley Memorial Hospital. : 
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LIVER GOODELL PRATT is “O. G.” to many, “Ollie” 

to some, “Oliver” to a few—and to all, a solid 

citizen of the New England to which his first broad 
“a” indisputably links his life. 

In 1931, he started his long hospital career by tak- 
ing a job he didn’t know existed, and one for which 
he wasn’t sure he was fitted, but which turned out to 
be the first step to national prominence and influence 
in the field and to the highest award given to hospital 
leaders by the American Hospital Association, its Dis- 
tinguished Service Award for meritorious achieve- 
ment. At the AHA’s annual meeting, Aug. 29 to Sept. 
1, 1960, in San Francisco, executive director of Rhode 
Island Hospital, Providence, Oliver Goodell Pratt will 
join other New Englanders, such as Washburn, Faxon 
and Wilinsky, in the role of recipient of this award. 

This hardware merchant’s son was director of 
parks and recreation in his native Salem, Mass., in 
1931, and content with his lot, as was just about 
everyone with a job in those days. One night he got a 
call from the chairman of the park board who, as 
“O. G.” recalls the conversation, said that “Mr. Bige- 
low down at the hospital was retiring, and if I were 
interested in the job as director, I probably could have 
it.” 

I said, “Wait a minute, you must have the wrong 
number. He said he knew he was talking to me. I 
told him I didn’t know anything about hospitals and 
had been in one only when I had pneumonia in the 
Army (“O. G.” was a World War I second lieutenant). 
He told me they wanted a young man who knew the 
community and how to get along with people, who 
was a worker and was still learning. I surely was 
still learning. I really did like people and Salem and 
I don’t think I was afraid of work. Anyway, they 
offered me the job and I accepted. I used to drive 
around the hospital wondering how I would find 
enough to keep me busy in just one building. Re- 
member, in parks and recreation you had things going 
on all over the community. How wrong I turned out 
to be. There was an average daily census then of 
about 110 and that can keep you awfully busy. 

“The board wanted me to look at the latest hospi- 
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tal in New York before I started on the Salem job. 
So I went down to New York and spent every day 
for two weeks at the Presbyterian. I was there by 
eight every morning and stayed until seven at night. 
I looked at the admitting office, the outpatient depart- 
ment—I haunted the place. It did give me a concept 
of what a good hospital looked like. 

“I got a lot of help from one of our trustees, a senior 
partner in the accounting firm of Scovill and Welling- 
ton, who knew the intricacies of hospital affairs and 
told me everything he could right at the beginning. 
I’d taken some courses in education at the Harvard 
graduate school, but later wished many times that I’d 
finished so I could have a master’s degree in educa- 
tion. My undergraduate courses at Massachusetts 
State College, it’s the University of Massachusetts 
now, were of real help. And I tried to keep learning. 
I joined the AHA as a personal member the first year 
I was in hospital work. I went to the second institute 
of the College (American College of Hospital Admin- 
istrators). There I met Jim Hamilton, Fred McNamara 
and Jewel Thrasher and developed lifelong friend- 
ships with them. I recall that Dr. MacEachern and 
Fred Carter were on the faculty.” 

The job that Mr. Pratt didn’t know existed, lasted 
for 14 years, until in 1945 he was offered the director- 
ship of the largest hospital in Rhode Island, the Rhode 
Island Hospital in Providence. He recalls that he fin- 
ished his work at Salem Hospital on December 31 
and trudged through ice and snow to the railroad sta- 
tion, arrived in Providence that evening and was at 
work on his new assignment the next morning, New 
Year’s day, 1946, at 9 o’clock. 

The Salem Hospital grew in size and in service un- 
der the leadership of Mr. Pratt and so did the Rhode 
Island Hospital until now it is a massive complex of 
buildings, built and building, with a towering core 
which is the pride and joy of the corporation. Still he 
found time for association work. As he puts it, “As- 
sociation work is very important. Working with the 
people in the hospital has been my vocation and Asso- 
ciation activities have been my avocation. I think 
this work has a great deal to do with the development 
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TO OLIVER G. PRATT 


“! have said to our trustees over and 
over again that | can make the bot- 
tom line read anything that they want. 
But the administrator must understand 
that there is more to hospitals than 
the bottom line.” 


of an administrator and I think that he and his hospi- 
tal benefit by his participation. It takes you out of a 
single community.” 

By 1942, just 11 years after his entry into the hos- 
pital field, Mr. Pratt had already made his mark in 
the Massachusetts Hospital Association, the New Eng- 
land Hospital Assembly and the American Hospital 
Association, and had won fellowship in the American 
College of Hospital Administrators as well as election 
to a vice presidency. He has served as president of 
the Rhode Island Hospital Association; the Massachu- 
setts Hospital Association; the New England Hospital 
Assembly; as trustee of the American Hospital Asso- 


“The chairman said, ‘Mr. Bigelow down at the hospi- 
tal was retiring, and if | were interested in the job as 
director, | probably could have it.’ | said, ‘Wait a 
minute, you must have the wrong number.’ He said 
he knew he was talking to me.” 


“Association work is very important. . . it 
takes you out of a single community.” 
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. Ciation and chairman of several of the councils of the 


AHA; as president of the New England Hospital Su- 
perintendents Club; as chairman of the Subcommittee 
on Hospital Services of the Health Resources Advisory 
Council, Office of Defense Mobilization; on the boards 
of Blue Cross and Blue Shield Plans, and as a senior 
hospital administration specialist for the Public Health 
Service during World War II. 
Recently, Mr. Pratt took time out to reminisce over 
the career summarized above and to express some 
thinking on hospital affairs. 


ON THE CHANGING SCENE: “Without a doubt the biggest 
change I have seen would be the rapid progress of 
medicine. The hospital and its board must exercise 
leadership in bringing all these new developments to 
the public. After all, a doctor can’t have a cobalt 
bomb in his own office. When I used to ride around 
in a horse and buggy with my uncle, his black bag was 
it. Now look at the things that the hospital alone can 


_ provide. It must have a relationship with the doctor 


so that together they can determine which are essen- 
tial. 

“As for the future, there is no doubt that we are 
in the electronic age. The question is: how much elec- 
tronics can you get and use and still keep the neces- 
sary human element in hospital care? There is natu- 
rally a conflict between scientific advances and the 
human personal touch. This is the thing that you must 
fight to retain—as much as possible of the human 
touch, the warmth of human emotion. One can cer- 
tainly understand the priority which must be given 
to that which may save lives, but in the total picture, 
we must keep a balance between the scientific and the 
human. 

“I think the change in hospitals can be illustrated 
by the change in philosophy at the Rhode Island Hos- 
pital. Its original charter said that it was to take care 
of the sick poor. But in 1951, it was obvious that the 
Rhode Island Hospital had a purpose much broader 
than that, so a new statement of pupose was adopted 
and we find stated as part of the over-all purpose the 
provision of a high quality educational program, pro- 
motion of interest in research and cooperation with 
other hospitals and health agencies to improve stand- 
ards of health in Rhode Island. 

-“When the doctors and nurses came back from 


The rattle in the radiator annoyed the patient | 
in Room 1011 of the Rhode Island Hospital. She 
wanted something done about it. So she wrote a 
posteard to Mr. Oliver G. Pratt, the executive di- 
rector, and mailed it. In due course, it went to the 
downtown post office and back to the hospital where 
the rattle was promptly eliminated. She was grate- 
ful and she wanted to say so. So she wrote a post- 
ecard to Mr. Oliver G. Pratt and mailed it. In due 
course, it went downtown and back to the hospital 
and everyone was happy. 


42 


World War II, they would not be satisfied with prac- 
ticing prewar medicine, so the hospital had to ac- 
commodate itself to this. We have had all these tre- 
mendous changes and they are going to keep right on 
happening. Sometimes a board will ask when are we 
going to have a rest? When are you going to be willing 
to stop? I don’t think you can ever be willing to stop. 
Here is what the president of our board says on that 
subject: ‘What a comfort it would be to be able to 
stop climbing, seat ourselves comfortably and view 
our accomplishments. Such, however, is not desirable; 
it is not even possible . . . as we progress in one area, 
several more areas are opened up. We are in the tru- 
est sense of the word in an expanding universe.’ 

“We take those educational and research charges 
seriously here. We are not affiliated with a medical 
school, but education goes through the whole complex 
of our hospital. We have more than 90 members on 
our house staff, approved residencies in 14 specialties, 
a residency in hospital administration and we teach 
nurses. We really run the gamut. I think it is highly 
important for some hospitals without medical school 
affiliation to undertake these major programs in edu- 
cation and research. I think this is the way you assert 
leadership. 


“Of course we. are going to find costs 
going up. It costs money to put and keep 
a hospital personnel house in order.” 


ve never been sorry | got that tele- 
phone call that night in Salem.” ’ 
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“As the late Dr. Alan Gregg said, “Teaching is the 
greatest service and safeguard to the patient which a 
hospital can provide.’ 

“Another example of how hospitals have changed 
is a story told to me by one of my predecessors, Dr. 
John M. Peters. When he would take financial woes 
to the president of the board, the president would say, 
"You take care of the patients and we'll take care of 
the money.’ Hospitals have certainly moved out of 
that era. This Rhode Island Hospital plant is now a 
$50 million project; in 1959 it cost $8 million to run. 
That’s a big operation.” 


ON THE ADMINISTRATOR AND TRUSTEE: “I think the admin- 
istrator of the modern hospital must be involved in 
the total picture, not just the balance sheet. There is 
too much talk about ‘bottom line’ administration in 
hospitals. I have said to our trustees over and over 
again that I can make the bottom line read anything 
that they, or any board of trustees, want. But the ad- 
ministrator must understand that there is more to 
hospitals than the bottom line and he must see to it 
that his board has the same viewpoint. We have a new 
trustee who is an investment banker. Naturally, he 
doesn’t yet understand the total picture, but it is up 
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to the administrator and the other members of the 
board to see that he gets the proper information and 
orientation. 

“IT remember one of the members of the board of 
this hospital saying to another businessman, ‘You may 
be able to put your product on an assembly line, but 
you can’t put patients in a hospital on an assembly 
line. You may have five patients with broken legs 
come to the emergency department, but they might 
be tall and skinny or short and fat. But they are all 
different. Even if they are all men of the same age, 
they are all different.’ Don’t forget, this was one trus- 
tee businessman talking to another businessman. This 
is an example of why we must put a great deal of im- 
portance on keeping the board informed.” 

ON Costs: “Of course we are going to find costs going 
up. A large group of the labor force in Providence is 
getting a wage increase. Obviously, the hospital em- 
ployee is going to get more to reflect this community 
increase. It costs money to put and keep a hospital 
personnel house in order, but it has to be done. 

“Let me read what Mr. (Louis C.) Gerry, the presi- 
dent of the Rhode Island Hospital board, said on this 
subject in his 1959 report: ‘It has always been trustee 
policy to treat our people as well or better than they 
are treated in similar institutions throughout New 
England. This has meant increased salaries, an ex- 
pensive benefit such as free life insurance, a health 
and accident insurance plan and a professional devel- 
opment program, to name only a few. Such benefits 
are not considered “gifts” by your trustees; the peo- 
ple working in your hospital earned them.’ 

“I think that we can explain this to the public and 
avoid resentment. We have to do this through our 
boards, through our auxiliaries, and through our em- 
ployees and our doctors. Don’t forget, it’s the em- 
ployee who is on the firing line. If the head nurse or 
the doctor says to a patient, ‘I don’t see how they can 
justify these new rates,’ your story is licked right then 
and I don’t care how many brochures you put out. 
So we have to get the story to our employees and 
somehow—this is difficult—to our doctors. 

“Don’t forget we have our answer and our answer 
is Blue Cross. Where Blue Cross Plans comprehen- 
sively meet the needs of the people, the people will 
insure against them. And I am certainly for such 
plans. I think marginal Blue Cross Plans are unsound. 
I think that fellows sharpening their pencils in their 
contracts with hospitals and hospitals getting mini- 
mum payments for their services are poor practices. 
But despite its faults, I am still a great supporter of 
Blue Cross and we must travel the Blue Cross way if 
we are a social enterprise. 

“I’ve never been sorry I got that telephone call that 
night in Salem. My wife Merah and I have a fine 
family of three sons and a daughter. And I have 
a wonderful team here at the hospital and they have 
a spirit about them, a spirit of service. They’ve been 
fine years.” 2 
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‘NUMBER of articles have ap- economic analyst skilled at devel- 
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peared in the last few years 
comparing the efficiency and cost 
of preparing infant formulas with 
purchasing the completely pre- 
pared bottles from a service com- 
pany.! However, no comprehensive 
studies have been published (to 
our knowledge) which include time 
and motion studies, supervisory 
overhead and depreciation costs, 
and costs of feeding as well as 
preparation. 

In this study, the situation has 
been studied in detail in hospitals 
that make up their own formulas 
as well as in institutions that pur- 
chase from a service company. 


OBJECTIVES OF THE STUDY 


A team of industrial engineers 
surveyed the formula procedures 
in representative New York City, 
Philadelphia and San Francisco 
hospitals. The project had three 


Louis Schenkweiler is vice president and 
administrator, Lenox Hill ital, New 
York City. Harold H. Hixson adminis- 
trator, H. C. Moffitt Hospital, San Francis- 
co, Calif. Charles S. Paxson Jr. is adminis- 
trator, Hahnemann Hospital, Philadelphia 
Pa. J. Russell Clark is executive director of 
Brooklyn Hospital, Brooklyn, New York. 
Mark Berke is administrator of Mt. Zion 
Hospital, San Francisco, Calif., and R. F. 
Hosford is director, Lankenau Hospital, 
Philadelphia, Pa. 
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Results of a comprehensive study 
show that medium-sized or large hos- 
pitals can prepare infant formula at a 
cost comparable to that of the pur- 
chased item, the authors report. They 
analyze the methods and conclusions 
of this survey, which included time and 
motion studies, supervisory overhead 
and depreciation costs, and costs of 
feeding as well as bottle preparation. 


objectives: 

1. To compare the costs of pro- 
ducing a 4-ounce bottle of standard 
house formula with the purchase 
of the same formula from a formu- 
la service. 

2. To sample the various proce- 
dures used in clean-up rooms, for- 
mula rooms, and nurseries in dif- 
ferent parts of the country. 

3. To develop a prototype of the 
best methods observed which may 
be used as a guide for hospitals in 
costing their operations. 

The survey entailed time and 
motion studies and economic anal- 
ysis at six New York City, San 
Francisco and Philadelphia hospi- 
tals. In each area one hospital sub- 
scribing to an infant formula serv- 
ice and one preparing its own 
formulas were visited. The sur- 
vey team consisted of time study 
and industrial engineers and an 


oping overhead cost figures and co- 
ordinating large-scale cost studies. 

The hospitals ranged in bed ca- 
pacity from 305 to 588, with an 
average of 412. The number of 
bassinets for full-term infants 
ranged from 29 to 50, and the aver- 
age daily census from 18 to 30. The 
annual number of births per hos- 
pital was from 1000 to 1941, with 
an average of 1552. 

Storeroom, purchasing, central 
supply, nursing floor, nursery, for- 
mula room and accounting records 
were made available to the survey 
group. The information on the 
records was used as presented; no 
attempt was made to audit the ac- 
curacy of the records. 


Through the use of accepted in- 
dustrial engineering techniques, 
such as time study, work sampling, 
process charting and statistical 
validation of data, the industrial 
engineers were able to gather rep- 
resentative time data methods and 
procedures being followed in the 
washing, mixing and filling, and 
terminal heating operations. Then 
the infant feeding operations were 
similarly studied. Such statistical 
data were collected to permit sta- 
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tistical testing? that would insure 
the validity and reliability of the 
summarized results. To guarantee 
the completeness of data and to 
gain background information on 
methods and procedures, discus- 
sions were held with hospital and 
medical staff personnel. 


ECONOMIC ANALYSIS 


Simultaneous with the time, mo- 
tion and methods study, the costs 
of materials (in the case of hospi- 
tals which produce their own for- 
mulas) were collected. Figures 
were developed for bottles, nipples, 
and all reused materials subject to 
depreciation and breakage. Addi- 
tional sources of costs were as- 
sessed and supervisory overhead 
costs were determined for both 
nursery and formula rooms. Main- 
tenance, space requirements, rent- 
al charges and utilities were also 
considered in all investigations. 
These are the charges most fre- 
quently overlooked by hospitals in 


assessing their own costs. 

Accounting records, where avail- 
able, were used for the assess- 
ments. Where accounting records 
could not be used, charges were 
made on the basis of square foot- 
age through discussions with ac- 
countants and administrators. 
Supervisory overheads were es- 
tablished through discussions with 
the supervisory personnel. These 
costs involved only the supervisors 
immediately responsible for the 
formula room and/or nursery. It 
was not believed logical or signifi- 
cant to consider the higher admin- 
istrative personnel. Laundry 
charges were developed by weigh- 
ing the articles worn by the for- 
mula room personnel and assessing 
on the basis of the individual hos- 
pital laundry costs. 


The collected observations (see 
Table 1) were summarized by hos- 
pital, job grade and operation. 


Representative time values were 
assigned to each task. The time 
values are representative for the 
various methods used, layouts, 
equipment and procedures. The 
time data for each hospital were 
then converted into cost figures ac- 
cording to the major activities in 
the various job grades. 

Table 1 summarizes the costs de- 
veloped in the six hospitals stud- 
ied, per bottle (4 oz.) and per 
feeding costs. These figures run 
from 10.2 to 21.4 cents per bottle 
and from 20.0 to 44.1 cents per 
feeding. The per feeding costs in- 
clude all operations involved in 
getting the baby fed, such as tak- 
ing the baby and bottle to the 
mother and the return trip. The 
per bottle costs include only those 
operations involved in getting the 
bottle ready for the feeding and 
the clean-up task. 

Before a comparison can be made 
among the hospitals studied, cer- 
tain costs must be put on the same 


Table 1. Summary of Costs Incurred at Hospitals in the New York, San Francisco, Philadelphia Areas 
Formula Preparation On a Per Bottle and Per Feeding Basis 


Hospital “‘A”’ Hospital Hospital “‘c”’ Hospital ““D’’ Hospital “&” Hospital 
Per Per Per Per Per Per Per Per Per Per Per Per 
Bottle Feeding Bottle Feeding Bottle Feeding Bottle Feeding Bottle Feeding Bottle Feeding 
Material: 
Evaporated milk $ .0144 $ .0144 $ .0072 $ .0072 $ .0059 $ .0059 
Bottle breakage .0064 .0064 
Nipple depreciation .0106 .0106 0014 
Nipple cover and band .0038 .0038 .0054 -0054 
Scale paper $ .0044 
Dextri-Maltose® 0084 .0084 
Total Materials .0250 .0250 .0272 .0272 .0044 0160 0160 
Labor: 
Head nurse .0334 0334 $ .0033 $ .0033 $ .0010 0010 $ .0252 $ .0617 .0109 0244 
Assistant head nurse 0228 .0019 .0260 
Registered nurse 0058 .0528 .0017 .0705 0046 .0933 0115 .0920 0145 -1820 .0079 .0971 
Licensed practical nurse .0034 .0658 .0052 .0420 .0083 0571 
Licensed vocational nurse 0143 .0657 .0071 .0681 
Nurses’ aide .0447 .0684 .0160 0160 .0031 .0676 0242 0935 
Food preparer .0394 .0394 
Kitchen helper .0423 .0423 
Messenger 0031 .0031 
Total Labor .0839 1546 .0244 .1556 .1037 3311 0215 .1871 .0480 -2888 .0513 .2721 
Laundry: 
Scrub dresses, coveralls, 
hair covers, etc. .0006 .0006 0013 .0013 .0017 0017 
Miscellaneous: 
Power, light, heat, 
rent and maintenance .0068 .0068 0670 .0670 .0604 .0604 
Formula Service Charge: .0700 .0700 .0850 .0850 .0950 .0950 
Overhead: 
Nursery supervisor .0133 .0077 .0109 .0109 0137 0137 .0099 .0099 0011 0011 
Senior dietitian .0039 .0039 
Total Overhead .0133 0133 .0077 .0077 0148 .0148 0137 0137 .0099 .0099 0011 0011 
Total Cost $ .1296 $ .2003 $ .1021 $ .2333 $ .2140 $ 4414 §$ .1202 $ .2902 §$ .1529 $ 3937 §$ .1305 $ .3513 
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bases. For example, the costs of in the hospitals. This makes it im- required. The labor figures have 
Ee evaporated milk differs markedly possible to compare the costs di- been revised, where necessary, to 
Ae between the east and west coasts. rectly from this table. reflect these changes and to place 
ai In addition, some hospitals use the Table 2 presents figures that are them on a comparable basis. 

a complete formulas which are given more comparable, based on use 

ane to them and therefore have no cost of evaporated milk and a carbohy- COSTS OF SPECIFIC OPERATIONS 
ARG for formula. Also, one hospital drate additive by all hospitals. This In addition to the summaries of 
on that could obtain its carbohydrate type of formula is more costly from costs per bottle and per feeding, 
e additive free, chooses to pay for it, formula service companies than superior methods observed have 
oy ‘which raises its costs compared to are the complete liquids. The cost been compiled into a composite pic- 
Ad those of hospitals which take ad- __is higher also in hospitals that pre- ture (see Table 3) which can serve 


= 


vantage of the free component. pare their own formulas, because as a guide for comparison. Hospitals 
The data in Table 1 represent the the evaporated milk must be pur- subscribing to an infant formula 
actual costs for the house formula chased and additional mixing is service can also utilize the com- 


Table 2. Summary of Costs Incurred at Hospitals for Formula Preparation and Feeding a 4 Oz. Bottle 


Hospital “‘A’’ Hospital Hospital “*C’’ Hospital Hospital “‘E’’ Hospital ‘‘F’’ 
Per Per Per Per Per Per Per Per Per Per Per Per 
Bottle Feeding Bottle Feeding Bottle Feeding Bottle Feeding Bottle Feeding Bottle Feeding - 
Material: 
Evaporated milk $ .0144 $ .0144 $ .0072 $ .0072 $ .0059 $ .0059 
Bottle breakage .0064 .0064 0012 .0012 
Nipple depreciation 0106  .0106 0014 0014 0035 .0035 
Nipple cover .0038 .0038 .0054 .0054 
Total Materials 0250 .0250 0188 .0188 0160 .0160 
Labor: 
Wash room 
Nurses’ aide 0079 ~—-«.0079 
Kitchen helper 0137 «0137 0203 .0203 
Total washroom 0079 ~—-.0079 0137-0137 0203 
Formula room 
Head nurse 0307 .0307 0087 .0087 
Licensed practical nurse 0045 0045 
Food preparer .0395 
Kitchen helper 0285 .0285 
2 Nurses’ aide 0258 0258 
Total formula room 0565 .0565 0680  .0680 0132 0132 
an _ Nursery 
Head nurse 0027 .0027 $ .0033 $ .0033 $ 0010 $ .0010 $ .0252 $ .0617 
Assistant head nurse 0228 0019 .0260 
Registered nurse 0072 .OCI7 0705 0115 .1820 .0925 
>. Licensed vocational nurse 0144 .0657 
Licensed practical nurse 0096 0034 .0658 0071 .0681 .0420 .0571 
Nurses’ aide 0347 0160 0160 .0676 0068 
Messenger 0031 .0031 
Total nursery 0195 .0244 .1556 .2494 0215 «.1871 .0480  .2386 
Total Labor 0839 .1546 .1037 .1871 .2888 .2721 
Laundry: 
ony Scrub dresses, coveralls, 
hair covers, etc. 0006 .0006 0013 .0013 0017 
Total Laundry 0006 0006 0013 =.0013 0017 .0017 
ar Utilities, rent and 
“maintenance 0250 .0250 0670  .0670 0604 
Total Miscellaneous 0250 .0250 0670  .0670 0604 
Formula Service Charge: 1050 .1050 1050 .1050 .1000 
Less discounts .0150 .0150 .0050 .0050 
Total Formula Service Charge 1050 0900 .0900 .0950 .0950 
Overhead: 
Nursery supervisor 0133 0133 .0077 423.0109 #«4.0137 .0099 0011 
Senior dietitian .0039 0039 
Total Overhead 0133 .0133 4.0077 0148 0137 .0099 
Total Cost $ 1478 $ .2185 $ .1371 $ .2683 $ .2056 $ 4330 $ .1252 $ .2908 $ .1529 $ .3937 $ .1305 $ .3513 
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posite picture by using the nursery 
operation section for a labor com- 
parison. The composite picture 
does not necessarily represent the 
ultimate in methods, since the 
scope of the survey did not permit 
methods improvement studies and 
installations. 

A brief résumé of the labor in- 
volved in the composite picture is 
in Table 3. Times shown are for 
the labor involved and not for 
elapsed time. 

During the survey, team mem- 
bers had an opportunity to observe 
many different methods, processes, 
layouts, pieces of equipment and 
labor grades performing the same 
job. Table 3 represents what 
seemed to be the most efficient 
methods. However, to permit bet- 
ter understanding of this compila- 
tion, as well as of Table 2, the 
following summary shows the var- 
iances observed and their effects on 
the time required to perform the 
different tasks. 


BOTTLE WASHING 


Methods consisted of manual 
washing and washing with pow- 
ered brushes, with the bottles han- 
dled on either a group or an indi- 
vidual basis in the washing and 
rinsing process. The handling of 
groups of bottles with powered 
brushes took 10 per cent less time. 

Several of the hospitals presteri- 
lized bottles. Where presteriliza- 
tion was not required, washroom 
labor was reduced 8 per cent. 


FORMULA PREPARATION 


Mixing and filling methods 
ranged from handling the opera- 
tion on an individual infant basis 
to the use of bulk filling and dis- 
pensing methods for house formu- 
las. A 30 per cent reduction in 
time resulted from the use of bulk 
mixing procedures and mechani- 
cal bulk dispensers. 

The automatic calculation of 
formula needs with a “formulator” 
was observed to take 20 per cent 
less time than other calculation 
techniques. 

Types of bottles and nipples (i.e., 
narrow neck and wide neck bot- 
tles and upright or inverted nip- 
ples) affect the handling time in 
washing, assembling, placing on 
bottles and disassembling. Units 
not requiring nipple rings to com- 
plete the assemblies required 30 
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Labor 
Clean-up room operations Minutes/Bottle 
1. Morning preparation (quick clean-up of area, arrangement 
of equipment and work place, and normal cleaning for 
precautionary measures). .009 
2. Wash bottles and nipples (prepare wash water, wash 
and rinse bottles and nipples using powered brush on 
bottles). .351 
3. Miscellaneous (move equipment and racks, rearrange bottles 
and nipples as necessary). .056 
4. Clean-up (end-of-day cleaning of facilities and equip- 
ment). 1 
Total for clean-up room .527 
Formula room operations 
1. Morning preparation (clean and prepare equipment and 
work place, arrange materials and supplies for formula 
preparation). .052 
2. Mix formula (secure ingredients, measvre amounts on 
bulk basis, and stir until dissolved). .198 
3. Fill bottles (dispense formula from mechanical dispenser 
into previously cleaned formula bottles by type of formula). .164 
4. Assemble bottle unit (put prepared nipples and nipple 
protectors on bottles, place bottles in previously identified 
racks). -262 
5. Autoclave bottles (load autoclave with assembled units of 
formula-filled bottles in wire racks, operate controls, re- 
move assembled units, allow to air-cool). .134 
6. Delivery of formula (distribute formula bottles in a truck 
to nursery units, and pick up soiled bottles). .073 
7. Next-day preparation (inventory, secure and prepare nec- 
essary supplies and materials for use next day). 316 
8. Clean-up (scrub preparation area and equipment, store 
materials, equipment and supplies). 147 
Total for formula room 1.346 
Nursery room operations 
1. Order formula (determine formula requirements and make 
out order). .035 
2. Storage (receive assembled units of formula in racks, 
store racks of formula in refrigerated units immediately). .069 
3. Prepare formula bottles (check on formula needs for feed- 
ing, remove bottles from refrigerator and place in bottle 
warmer). .100 
4. Feeding (secure baby, remove bottle from warmer, and 
deliver to room for feeding by mother. After feeding 
return baby to nursery and deposit soiled bottle in sink. 
Complete necessary infant feeding records. Note: time 
includes one feeding in nursery by nursery personnel). 5.329 
5. Bottle disposal (empty left-over formula and rinse with 
water. Clean work area). .246 
Total for nursery room 5.779 


Table 3. Composite picture of operations 


per cent less handling time than 
those requiring such assemblies. 

The terminal heating equipment 
varied in sizes and capacities, en- 
tailing cost and time differentials 
which varied in direct proportion 
to the capacities. 

Bottle and formula identification 
measures varied from an individ- 
ual infant identification to an iden- 
tification by group, such as house 
formula. Group identification de- 


creased this time by 50 per cent. 


NURSERY OPERATIONS 


Formula ordering, which gener- 
ally involves the time of the super- 
visor, varied between ordering for 
the individual infant and ordering 
for inventory unit quantity. The 
difference between methods is sig- 
nificant. 

The formula was stored either in 
a nursery refrigerator or in a cen- 
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tral storage area. In addition, the 
formula was handled in bottle 


~racks throughout or on an indi- 


vidual bottle basis. Storing in the 
nursery refrigerators and handling 
in the bottle racks reduced the 
time by 88 per cent as compared 
with the central storage area and 
individual bottle basis. 

Bottle warming techniques and the 
handling of the formula bottle at 
this phase of the operation differed 
considerably. Since local practices 
and requirements determined the 
manner of handling the formula, 
an analysis on an over-all basis 
would not add to the value of this 
survey. 

The method of delivering the in- 
fants and formula to the mothers 
ranged from an individual infant 
and formula bottle being carried to 
the mother to use of a large multi- 
unit cart. (Most of the hospitals 
using the multiunit carts were in 
the process of changing to a single 
unit or to the infant being carried 
to the mother.) The distance be- 
tween the postpartum area and the 
nursery varied and affected the la- 
bor hours to a considerable degree. 
The most efficient layout permitted 
a 45 per cent reduction in time 
compared with the others. 

The variance in the number of 
feedings which the mothers gave 
did not have any area significance 
but varied by individual hospitals. 

Soiled bottles were washed by 


‘varying methods, including tap 


water rinse and/or soap water 
wash. The tap water rinse resulted 
in a time reduction of 80 per cent. 

The location of the nursery with 
respect to the formula room ranged 
from a 13-floor distance to an 
aisle-way distance. The shorter 
distance resulted in a 65 per cent 
decrease in time in all delivery and 
pick-up operations. 


The clean-up and formula prep- 
aration rooms were under the su- 
pervision of the nursery in two of 
the hospitals that prepared for- 
mulas, and under the dietary serv- 
ices in the third. Supervision ac- 
cordingly was by a head nurse in 
the two and by a senior dietitian 
in the third. 

The job grades of personnel 
working in formula preparation 
included head nurse, student nurse, 
food preparer, licensed practical 
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nurse, kitchen helper, and nurses’ 
aide. The individual hospital prac- 
tices, not the methods or proce- 
dures involved, determined the 
personnel assignments. 

The number of persons involved 
in the formula preparation ranged 
from one to three, depending pri- 
marily on the individual hospital 
practice and its adherence to a 
house formula plan. 

All formula preparation was 
conducted on a day-shift basis. 


SUGGESTIONS FOR APPLYING DATA 


The presented data and tables 
can be used by hospital adminis- 
trators as a guide or a starting 
point in the investigation and 
analysis of infant formula costs. 
Such investigations and analysis 
should not only concern itself with 
the individual cost picture but give 
consideration to: 

1. Availability, reliability and 
flexibility of formula service and of 
the hospital’s preparation room. 

2. Attitude of the medical staff. 

3. Hospital space vs. revenue. 

4. Manpower situation, includ- 
ing available supervision. 

5. Need for a formula prepara- 
tion room as a training medium for 
student nurses. 

6. Equipment costs, such as 
present operating costs, age of 
equipment, replacement costs, cur- 
rent equipment investments and 
required maintenance. 

7. Predicted advantages as re- 
lated to space, manpower and 
service requirements. 

8. Geographic location of both 
the hospital and the infant formu- 
la service. 

9. Other related matters which 
may have local significance. 

With these facts at hand, the 
hospital administrator will have a 
sound basis for making decisions 
on infant formula preparation. 
Such investigations will establish 
a procedure which can be followed 
in periodic reviews. These reviews 
would help maintain up-to-date 
information on hospital operations, 
a vital part in the over-all hospital 
cost picture. 

Consideration should be given 
three points which constantly arise 
with regard to formula services: 

1. Hospital administrators are 
concerned about the lack of 
competition, since no area has 
more than one formula service. The 


feeling of being at the mercy of 
the service with regard to frequent 
price increases is disturbing and 
contributes to the clinging of many 
hospitals to their own production. 

2. If delivered in unrefrigerated 
trucks, the transportation of the 
formulas from the production point 
to the hospital is subject to acci- 
dents, traffic tieups, weather and 
spoilage. 

3. Labor difficulties at the pro- 
duction point are of concern to the 
administrators. These fears have 
never been realized in any of the 
areas, however, and many con- 
tracts are written on the basis of 
a no-strike guarantee. 


SUMMARY 


The costs per 4-ounce bottle of 
house formula (prepared or pur- 
chased) in the six hospitals studied 
ranged from 10.2 cents to 21.4 
cents. The feeding costs, which in- 
clude transporting the baby to and 
from the mother, ran from 20.0 
cents to 44.1 cents. The costs de- 
veloped on the basis of using the 
same formula, namely evaporated 
milk and Dextri-Maltose®, ranged 
from 12.5 to 14.8 cents per 4-ounce 
bottle and from 21.9 to 35.1 cents 
per feeding. 

As a result of this survey, it is 
concluded that a medium-sized to 
large hospital can prepare a bottle 
of formula as cheaply as it can be 
purchased from a formula service 
company. However, the hospital 
must use efficient production and 
handling methods and lower cost 
labor classifications for all the 
work that does not require regis- 
tered nurses. 

If space or money for equipment 
is not available for an efficient for- 
mula room operation, formula 
service companies can offer a 
solution to such problems. 

The compilation of “better” 
methods presented here and the 
summary of influence of variances 
on times required for the different 
procedures may serve as a guide 
to hospitals in analyzing their own 
activities and procedures. . 
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yours to command 
the wealth of x-ray planning experience 
at the point of this pencil 


The x-ray planning help at your command here is not only expert, 
but well-rounded. 


It can start at the gleam-in-the-eye stage by calling in your local Picker 

man (a trained expert in his own right) for preliminary exploration and 
rough-ups. As the project moves along and crystallizes, he enlists in your 
behalf the full-time services of the Picker headquarters x-ray planning staff. 


With able cooperation every inch of the way, you fetch up with a 
knowledgeable layout that reflects the sum of an impressive number of 


man-years of experience in this highly specialized work. The final 
plan you get is worked out to the last detail with every “i” dotted 
and every “t” crossed. Power requirements, wiring, plumbing, radiation 
shielding, specifications—everything is covered. 

If you're not now sharing in these skills, you’re welcome to them for 
the next hospital project on your board. 


Yours for the asking is a series of 
fact-filled Hospital X-Ray Depart- 
ment Planning Books like this. 


Picker X-Ray Corp., 25 South Broadway, White Plains, N. Y. 
Picker X-Ray Engineering, Ltd., 1074 Laurier Ave., W., Montreal 
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MONG THE MANY areas where 
strains and stresses develop in 
the voluntary hospital system, 
probably the most immediately 
important one as well as the one 
with the most far-reaching con- 
sequences is that of the relation- 
ship between the individual hos- 
pital and the physicians on its 
staff. 

Hospitals and doctors seem to 
quarrel when cooperation is needed. 
The public is unable to understand 
these differences and we must 
make sincere efforts to reach a 
modus vivendi that will enable us 
to resolve them. 

It seems to me that some simple, 
yet effective, guideposts for im- 
proved action might well be estab- 
lished—or in some cases merely 
reemphasized—which could serve 
to point the way hospital-physi- 
cian relations must take if the 
vitality of the voluntary hospital 
system is to be preserved. I sug- 
gest the following: 
® 1. All physicians should be rec- 
ognized as professional practi- 
tioners and the same standards and 
procedures should be used in their 
appointment to the staffs of hos- 
pitals. 
= 2. The soundness of trustee au- 
thority over all matters must be 
recognized by physicians and trus- 
tees, but all medical matters should 
be delegated to the medical staff 
for elaboration of policies, proce- 
dures, review and self-government. 
® 3. In order that the work may 
be done most effectively, hospitals 
should be departmentalized for 
medical matters and members of 
the medical staff should be as- 
signed to departments according 
to their training and the nature 
of their medical practice. 

#4. Every medical department 
should have the best person from 
the medical staff as its head, with 
primary consideration being given 
to his abilities and interest in pro- 
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Russell A. Nelson, M.D., president 
American Hospital Association 


The Hospital and Its Medical Staff 


fessional administrative work in 
the department. The hospital or- 
ganization should hold this person 
responsible for his staff and its 
work. 

Since election of a department 
head by members of the medical 
staff does not always result in the 
selection of the best professional 
administrator, hospital boards 
sometimes should appoint these 
medical department heads after 
thorough consultation with the 
medical staff and exercise of the 
best judgment so the appoint- 
ment will be acceptable to the staff. 

In large hospitals, the depart- 
ment heads hould be given assist- 
ance by the hospital in the form 
of offices and secretarial help. If a 
large program in medical education 
and research is added to the 
department head’s administrative 
duties, he usually must devote al- 
most his entire time to the de- 
partment’s work and must be 
adequately compensated. To allay 
the doctors’ fears of someone being 
in charge of them, with authority 
over their practice in medicine, it 
should be made clear that the de- 
partment head’s authority is to be 
limited to the administration of 
the medical rules and regulations 
of the hospital as adopted by the 
medical staff itself. 

#5. The heads of departments, 
plus elected members of the medi- 
cal staff as a whole, should con- 
stitute the basic membership of the 
medical board or executive com- 
mittee of the medical staff. It is 
here that policies and procedures 
for the medical care of patients 
should be elaborated. The hospital 
administrator should be present 


and should participate in these 
deliberations. 

"6. There should be regular meth- 
ods established to review the 
quantity of hospital services used 
by staff members. In other words, 
there should be an audit of the 
quantity of services used as well 
as a medical review of its caliber. 
"7. Physicians should participate 
with hospital administrators in 
presenting the story of medical 
practice in the hospital to the 
board of trustees. 

#8. The joint conference commit- 
tee can be used to bring medical 
and trustee thinking together, but 
it should not be regarded as a sub- 
stitute mechanism constituted to 
perform the functions or assume 
the responsibilities of the board of 
trustees, the medical staff or the 
administrator. 

® 9. Hospitals and radiologists and 
pathologists are going to have to 
develop satisfactory and fair ar- 
rangements for working with each 
other. These physicians should be 
accorded full professional recog- 
nition as members of hospital medi- 
cal staffs. There should be fairness 
on both sides in financial dealings 
and no single pattern is necessary. 
The question is one for local de- 
termination by hospital and spe- 
Ccialist. 

“10. To meet the growing de- 
mand for better and more compre- 
hensive medical care, better or- 
ganization will be required of 
physicians on hospital staffs to 
develop patterns for providing a 
wider range of services in out- 
patient clinics, rehabilitation units, 
nursing homes and related para- 
medical facilities. 
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B-D HYPAK Sterile Di 
ucts made of glass. Because | = jj = 
glass represents a true extension | = = 
of the manufacturer's package,-| =~ | 
parenteral medications retain | = 
their purity, potency andefficacy | = 
in HYPAK. = 27) 
NOW IN AWIDER | 
RANGE OF SIZES AND 


STYLES AND...SAFE 
AS ONLY GLASS 


CAN BE 


See HYPAK is now available in 
5 cc. and 10 cc. sizes—with 
without needles—graduated in 
Minims and cc’s. 


: 


a B-D product 


manufactured, sterilized and controlled by 
BECTON, DICKINSON AND COMPANY * RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


B-D, HYPAK AND DISCARDIT ARE TRADEMARKS OF BECTON. DICKINSON AND COMPANY 74959 
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ROSTER OF FUND-RAISING COUNSEL 


In order to advise members, 
upon their requests for advice, in 
the selection of fund-raising coun- 
sel to conduct a campaign for 
funds, the American Hospital As- 
sociation has compiled this roster 
of fund-raising counsel whose 
competence and fair practice in 
conducting hospital campaigns has 
been demonstrated. 

This roster lists names of firms 
which have applied for listing un- 
der the Association’s program for 
listing fund-raising counsel and 
have been approved by the Board 
of Trustees through its Committee 
on Listings. It is the purpose of this 
listing program to maintain a ros- 
ter of the largest possible number 
of fund-raising counsel who con- 
tinue to demonstrate their com- 
petency and fair practice in con- 
ducting hospital campaigns. The 
roster is not necessarily a com- 
plete list, since applications must 
be made as basis for approval. The 
requirements for listing are: 

1. The management of the firm 
sfiall be registered under the laws 
of the home state, shall have been 
engaged in professional fund-rais- 
ing activities for at least five con- 
secutive years immediately pre- 
ceding admission to the listing 
prepared by the American Hospital 
Association, and shall have suc- 
cessfully completed at least five 
hospital fund-raising campaigns. 

2. The fund-raising counsel staff 
shall not participate in any cam- 
paign which utilizes paid solicitors 
for solicitation of funds or engages 
in unethical use of the mails. 

3. The professional fee charged 
shall be based on a specified fee 
determined prior to the campaign. 
Firms basing their fees on a per- 
centage basis, or using similar 
methods, shall not be eligible for 
listing. 

4. The professional fee for the 
fund-raising counsel shall be iden- 
tified separately from general over- 
head campaign expenses, such as 


52 


ASSOCIATION SECTION 


printing, entertainment, publicity, 
office rental, staff travel and lodg- 
ing. General overhead campaign 
expenses shall be established in 
budget form and approved by the 
hospital in advance of the cam- 
paign. 

5. The fund-raising counsel shall 
make a pre-campaign investiga- 
tion to determine the soundness, 
from a fund-raising point of view, 
of the proposed project before final 
acceptance of a campaign project. 
It shall be acceptable to charge a 
reasonable fee for such surveys. 

6. The fund-raising counsel shall 
submit promptly to the client a 
final report of the completed cam- 
paign, including recommendations 
for future activities by the client 
as to collection of pledges and 
similar matters. 

7. The fund-raising counsel shall 
demonstrate financial stability and 
reliability. 

8. The fund-raising counsel shall 
be recommended for listing by the 
Committee on Listings of the 
American Hospital Association, 
which reserves the right to with- 
hold listing of any fund-raising 
counsel which in its judgment op- 
erates in any manner which is not 
in the interests of the hospitals and 
the public. 

The following fund-raising coun- 


‘sel were approved for listing by 


the Board of. Trustees of the Amer- 
ican Hospital Association at its 
meeting in Chicago Feb. 8, 1960. 

Aderton-Trostle Associates, Inc., 
Harrisburg, Pa. 


American City Bureau, Chicago, 
Il. 

Beaver Associates, Inc., Chicago, 
Ill. 

G. A. Brakeley Companies, Mon- 
treal, Quebec, Canada; New York, 
N.Y.; San Francisco, Calif. 

Burrill, Inc., Kansas City, Mo. 

Community Counseling Service, 
Inc., New York, N.Y. 

Community Service Bureau, 
Dallas, Tex. 

The Cumerford Corp., Kansas 
City, Mo. 

Holland Estill and Associates, 
New York, N.Y. 

Charles W. Gamble and Asso- 
ciates, Inc., East Orange, N.J. 

Haney Associates, Inc., Newton- 
ville, Mass. 

Hogan Winters and Company, 
Inc., Rye, N.Y. 

John Price Jones Company, Inc., 
New York, N.Y. 

Kersting, Brown and Company, 
Inc., New York, N.Y. 

Ketchum, Inc., Pittsburgh, Pa. 

Lawson Associates, Inc., Rock- 
ville Centre, N.Y. 

Marts and Lundy, 
York, N.Y. 

National Fund-raising Services, 
Inc., Fort Worth, Tex. 

John F. Rich Co., Philadelphia, 
Pa. 

Tamblyn and Brown, Inc., New 
York, N.Y. 

Ward, Dreshman and Reinhardt, 
Inc., New York, N.Y. 

Will, Folsom and Smith, Inc., 
New York, N.Y. 


Inc., New 
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CRISIS Is in the offing for hos- 
A pitals and medical staffs of 
hospitals which presently depend 
upon graduates of foreign medical 
schools to assist in the care of their 
patients. Certification by the 
Educational Council for Foreign 
Medical Graduates soon will be ex- 
pected of all foreign medical grad- 
uates seeking appointments in 
United States hospitals. This cer- 
tification will entitle the holder to 
apply for matching through the 
National Intern Matching Program. 
The examination for certification is 
made up of tested questions of the 
National Board of Medical Exam- 
iners. Certification has been divided 
into two categories, permanent and 
temporary, depending upon the 
grade attained in the examination. 
Between 70 and 80 per cent of 
foreign medical graduates writing 
the examination qualify for one or 
the other of the two certificates. 
Beginning July 1, 1960, hospitals 
are urged to have on their staffs 
only those foreign medical gradu- 
ates who are certified. Licensure 
in the state where the physician 
holds his appointment, of course, 
renders ECFMG certification un- 
necessary. 

What brought this about, what 
is happening now and what should 
we be doing about it? 


CAUSES OF THE CRISIS 
Twenty years ago, there were 


T. Stewart Hamilton, M.D., is executive 
director, Hartford Hospital, Hartford, Conn. 
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HOSPITALS 
AND 


by T. STEWART HAMILTON, M.D. 


The new requirement for certifica- 
tion of foreign medical graduates seek- 
ing internship and residency appoint- 
ments in United States hospitals will 
precipitate a crisis for those hospitals 
and their medical staffs which now de- 
pend upon these graduates to assist 
in care of their patients, the author 
writes. He points out, however, that 
the short-term inconveniences of the 
new program will yield long-term bene- 
fits by providing better medical edu- 
cation and safer patient care. 


few foreign medical graduates 
studying in the United States and 
Canada. But through the years, 
medical specialization in North 
America has steadily increased. 
The establishment in rapid succes- 
sion of the several specialty boards 
and the prestige which such a di- 
ploma conveyed, added to the pal- 
pable need for specialization in 
order to become and remain con- 
versant with at least a part of the 
rapidly increasing body of medical 
knowledge, resulted in a rapid ex- 
pansion of graduate medical edu- 
cation in hospitals. The by-product 
of better patient care, when the at- 
tending physician had a good resi- 
dent-intern staff on duty at the 
hospital, served as an added stimu- 
lus to an increasing number of 
hospitals to initiate programs of 
graduate medical education. 

Then came World War II. Our 
armed forces went all over the 
world, from the remotest outposts 
to the centers of world culture. 
Our doctors, our brand of medicine 


and our drugs went with them. 
Medically as well as politically 
speaking, there was a great awak- 
ening. The United States offered 
both the four freedoms and medi- 
cine of a caliber equal to that 
found anywhere. 

At the same time during the war, 
civilian hospitals, which had been 
gradually increasing the size and 
scope of their graduate programs 
in medical education, found them- 
selves desperately short of staff 
members and of house staff. Limit- 
ing a graduate’s medical education 
in a hospital to nine months had a 
telling effect, but it was known 
that the shortages, while acute, 
would be temporary. 

The close of the war brought a 
flood of physicians returning from 
military to civilian life. Nearly all 
of those educated during the war, 
and many who had been in prac- 
tice for a number of years, came 
back to hospitals to seek further 
training. Hospitals rapidly ex- 
panded their facilities to accom- 
modate these physicians. 


As often happens, what began 
as a problem—how to offer ad- 
vanced training to the great num- 
ber of medical veterans—soon be- 
came a boon. A large and strong 
resident staff resulted in better 
patient care. It was a stimulus to 
the practicing staff physician and 
it provided a number of physicians 
available to the patient in the hos- 
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pital 24 hours a day. The physician 
soon found that the increased ef- 
ficiency of his practice and the 
improved coverage for his patients 
rendered by the resident program 
had become an essential ingredient 
in his professional way of life. To 
compound the importance of the 
program, there has been a mete- 
oric rise in the number of patients 
coming to hospital emergency de- 
partments. Perhaps the presence of 
physicians on duty has contributed 
to this rise, but whatever the cause, 
in every hospital with an intern- 
resident staff, these physicians are 
looked to for emergency depart- 
ment coverage. 

As a result of this combination 
of factors, internships and espe- 
cially residencies were added in 
many hospitals and increased in 
those which had them. Even before 
the remarkable increase which 
soon developed in the number of 
available residencies, approved in- 
ternships in U.S. hospitals were 
nearly double the number of physi- 


_ cians graduated from U.S. medical 


schools each year. Over the next 
five years, from 1945 to 1950, the 
number of veterans seeking grad- 
uate education fell to a normal 
level. This created vacancies on 
rosters, and distress for the hos- 
pitals and medical staffs which had 
grown accustomed to the valuable 
‘by-product of improved patient 


care. 


Coincidental with these develop- 
ments, graduates of foreign medi- 
cal schools, impressed by what they 


had seen of our medicine during 


the war, came to this country on 
student visas to extend their edu- 


cation. As vacancies developed, 


first in internships and soon there- 
after in residencies, foreign medi- 
cal graduates arrived in increasing 
numbers to fill them. In 1930, for 
example, there were only 7000 


- interns and residents in our hos- 


pitals. By 1958, this number had 
risen to 36,000. Of these, 6700 or 
18.6 per cent were foreign medical 
graduates, a number almost equal 
to the total reported for 1930.1 
Not only on an individual basis, 
but by groups as well, programs 
to bring graduates of foreign 
schools to this country for gradu- 
ate education were initiated. Most 
of these group efforts had their 
origin in the United States and 
many were excellent. Among such 


programs were those of the Rocke- 
feller Foundation, the Unitarian 
Service League and the Ventnor 
Foundation, which offered not only 
an internship but an admirable 
program in the essentials and bene- 
fits of democracy as well. But these 
programs, good as they were, did 
not encompass the whole country 
nor all the hospitals. 

In an effort to screen physicians 
coming here for training, the 
American Medical Association first 
tried to survey and accredit for- 
eign medical schools, but this soon 
became impractical. There are 553 
medical schools listed in the World 
Health Organization Directory and 
they are scattered all over the 
world. Donald G. Anderson, M.D.., 
reported in 1956 that there were 
at that time an estimated 6000 
foreign medical graduates in U.S. 
hospital training programs, and 
that they comprised about 25 per 
cent of all interns and residents.? 

Because of the growing number 
of foreign medical graduates, a 
group of educators and others 
gathered to consider how best to 
develop a program for them. From 
these meetings, the ECFMG was 
formed. It is an independent body, 
formally established in 1957 and 
sponsored by the American Hos- 
pital Association, the American 
Medical Association, the Associa- 
tion of American Medical Colleges 
and the Federation of State Medi- 
cal Boards of the United States. 
Its board of trustees consists of 
representatives from these organi- 
zations and the public at large. It 
was financed first by grants from 
certain of the sponsors, then by 
grants from the Kellogg and 
Rockefeller foundations and now 
by fees. 


THE CURRENT SITUATION 


The ECFMG recently reviewed 
the current status and found that 
there are approximately 8600 for- 
eign medical graduates in the 
United States. Of foreign students 
seeking further education here in 
all fields, one in five is a physician. 
Many of our citizens as well are 
studying in foreign medical schools; 
most of these hope to secure in- 
ternships and residencies in their 
native land. 

Many of the students (and the 
schools as well) were excellent, 
but some of both were poor. To 


attempt to survey, accredit and 
keep conversant with the programs 
of 553 medical schools around the 
globe was practically impossible. 
It was concluded, therefore, that if 
any screening were to be done, it 
should be done by testing the in- 
dividual rather than by surveying 
his school. But why do anything? 

The Educational Council, in 
seeking an answer to this question, 
arrived at two principles:4 

1. That its primary objective 
should be to promote opportunities 
in the United States for advanced 
study in medicine for worthy grad- 
uates of foreign medical schools 
with the aim of raising the level 
of medical care education in other 
countries. 

2. That the primary concern of 
everyone in the American health 
field must be the health care and 
welfare of the American public. 
To safeguard this, the best quali- 
fied graduates of foreign medical 
schools should be encouraged to 
further their education, but those 
whose training is inadequate should 
be discouraged. 

The ECFMG believed that both 
principles would be satisfied if for- 
eign graduates had attained a level 
of education comparable to that of 
a graduate of a U.S. medical school. 
An examination was developed, 
using pretested questions. This was 
given to 278 foreign medical grad- 
uates in March 1958 and revised 
and used again in the fall of 1958 
and the spring and fall of 1959 
(see tables 1 and 2). In order to 
assure that the examination would 


Table 1—NUMBER EXAMINEES BY EXAM. 


DATE U.S. ABROAD TOTAL 
3/58 298 0 298 
9/58 707 137 844 


2/59 1278 494 1772 
9/59 2351 717 3068 
3/60 7500 


Table 2——PER CENT 
EXAMINEES U.S./ABROAD 


DATE U.S. ABROAD 
3/58 100.0 0.0 
9/58 83.8 16.2 
2/59 72.1 27.9 
9/59 76.6 23.4 
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be as fair as possible, confusing 
questions were eliminated, the time 
of writing the examination was ex- 
tended and the number of ques- 
tions reduced. Finally, a new cate- 
gory of temporary certification, 
valid for two years, was adopted 
for those whose grades were below 
75 but above 69. Those with grades 
of 75 and above received perma- 
nent certification. 
As noted in a recent report,® the 
result of these changes was that 
76.2 per cent of those writing the 
September 1958 examination at- 
tained grades of 70 or higher. For 
both the February and September 
1959 examinations, the percentage 
was the same, 68.8 per cent. When 
one looks at the results of those 
writing the examination abroad, 
however, he finds that only be- 
tween 53.2 and 59 per cent attained 
grades of 70 or higher. At some 
foreign stations, the percentage 
was well below this average, a 
fact which is disturbing to all con- 
cerned (see tables 3, 4 and 5). 
What will the immediate effect 
of this program be and how should 
we plan to meet it? 


Table 3—PER CENT 
GRANTED STANDARD 
CERTIFICATE (1) 


DATE U.S. ABROAD TOTAL 
3/58 51.0 — 51.0 
9/58 52.4 34.3 49.5 


2/59 48.2 31.0 43.4 
9/59 46.3 39.3 44,7 


(1) 1960: 7500 CANDIDATES: 45% — 3375 


Table 4—PER CENT 
GRANTED STANDARD OR 
TEMPORARY CERTIFICATE (1) 


DATE U.S. ABROAD TOTAL 
3/58 68.0 — 68.0 
9/58 79.8 58.4 76.3 
2/59 74.9 53.2 68.8 


9/59 71.8 59.0 68.8 


(1) 1960: 7500 CANDIDATES: 70% — 5250 


Table 5—DISTRIBUTION OF GRADES 
DATE %75+ % 70-74 % <70 


3/58 51.0 17.0 32.0 
9/58 49.5 26.8 23.7 
2/59 43.4 25.4 31.2 
9/59 44.6 24.2 31.2 
1960(1) 3345 1815 2340 


(1) 1960 PREDICTION BASED ON 9/59 RESULTS: 
# OF CANDIDATES (7500 TOTAL) 
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The effect in the present and the 
immediate future: 

1. All foreign medical graduates 
with patient-care responsibilities 
in United States hospitals after 
June 30, 1960, will be expected 
either to be licensed or to have a 
permanent or a valid temporary 
certificate from ECFMG. 

2. The number of persons who 
will have attained certification will 
probably be only about 75 per cent 
of the present total, or 6500 as 
compared with 8600 now serving 
internships and residencies. 

3. Certificate holders who are 
matched through the National In- 
tern Matching Program may fur- 
ther reduce the number available 
to hospitals which have been re- 
ceiving a few interns through this 
program. 

4. The number of graduates from 
certain countries will be reduced 
very little, but there will be dras- 
tic reductions in the number of 
graduates from countries whose 
programs of medical education are 
far different from ours. 

9S. There will be a reduction to 
zero of graduates of institutions 
not recognized as medical schools 
by WHO. 

6. The AHA in its surveys for 
listing and the AMA in its intern- 
ship and residency approval re- 
views will consider whether a 
hospital has on its house staff un- 
licensed foreign medical graduates 
who hold neither permanent nor 
valid temporary certificates. 

Points of consideration and con- 
cern to hospitals are: 

1. Should we take prompt steps 
to comply? Yes. Both AHA and 
AMA are under increasing pres- 
sure to urge strict compliance. 
Some of this pressure is coming 
from the public and from the lay 
press. Much of it stems from our 
responsibility to member hospitals 
whose administrators and staffs, 
believing strongly in the principles 
of ECFMG, have made plans for 
strict adherence to the program. 
The AMA at its Dallas meeting 
voted to support the program and 
its deadlines, although it did rec- 
ommend some leniency for gradu- 
ates already in training. This proba- 
bly will not be construed to mean 
more than a six-month grace period 
in order that they may write—and 
pass—the fall 1960 examination. 
The AHA, in its August newsletter 
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“This Month”, reiterated to all 
hospitals its intent to take the 
question into consideration in re- 
viewing hospitals for listing after 
June 30, 1960. 

2. Should we further lower the 
bars as far as the examination is 
concerned? The Council and its 
examinations committee have seri- 
ous misgivings that if we do, we 
shall jeopardize both the basic 
principles enumerated above. An 
alternative worth exploring is this: 
Since those who have had experi- 
ence in the United States do much 
better than those who write at 
foreign stations, and since the 
second principle applies only if 
the physician has patient-care re- 
sponsibilities, perhaps hospitals or 
others could operate centers where 
foreign medical graduates could 
come for orientation and training 
in preparation for the examination 
and for subsequent patient-care 
responsibility in a hospital. 

3. Should we try for a more 
equitable distribution to meet the 
hospitals’ needs? To do this, we 
might refuse to allow the foreign 
medical graduate to participate in 
the National Intern Matching Pro- 
gram. But if we profess to offer 
him a medical education, how can 
we justify denying him access to 
a program designed to give him a 
freer choice and a wider selection? 
We could ask the AMA and the 
specialty boards to set limits on 
the number of individuals in each 
approved internship and residency 
and keep these quotas within the 
limits of available applicants. Even 
if this were possible, it would ease 
one problem at the expense of 
creating two—one for the hospital 
whose numbers are reduced and 
the other for the physician who is 
thereby denied the hospital of his 
choice. 

4. Will the shortage be perma- 
nent? Those who are informed say 
it will not be; that in the long run, 
the program may markedly in- 
crease the number of foreign medi- 
cal graduates coming to our hos- 
pitals. They have two reasons: 

(a) The program is new. In 
many parts of the world, medical 
school deans know little or nothing 
of the program. As it becomes bet- 
ter known, more graduates will be 
interested in it. 

(b) Some good students have 
heretofore refrained from seeking 


training here because of our lack 
of discrimination in selection and 
because of uncertainties of obtain- 
ing good appointments. As stand- 
ards are elevated, better students 
should apply. 

5. What of alternate methods for 
the hospitals and medical staffs 
which will be short-handed? It 
seems there are at least three: 

(a) To develop a program suffi- 
ciently attractive so that recruit- 
ment is easy. This is difficult for 
all and impossible for many, but 
there are few if any hospitals 
whose programs cannot be im- 
proved. If this is done, it is good, 
regardless of whether it attracts 
house officers. 

(b) Study what interns and res- 
idents do and eliminate from their 
duties the unnecessary chores 
which now occupy much of their 
time. Surprisingly, there have been 
no recent studies in this area to 
my knowledge. Yet if numbers are 
to be reduced, we must seek to 
improve the efficiency of those who 
remain. 

(c) Take other steps where nec- 
essary to fulfill the service needs 
of the patients which had been 
met by interns and residents. An 
excellent summary of this was 
published in the Journal of the 
AMA.® 

Abandonment of the program 
was not included among the possi- 
ble courses of action. The more 
one sees of what the program is 
doing and what it is attempting to 
do, the more one becomes con- 
vinced of the soundness of the 
ECFMG’s principles. The program 
is presently at a critical phase in 
its development. In the long run, 
it will encourage those best able 
to benefit. It will create at least 
temporary shortages in the number 
of personnel. In addition, as is in- 
evitable in every large-scale oper- 
ation, there will be individual 
inequities. In the aggregate, how- 
ever, it will serve well its two 
basic principles—better medical 
education and safer patient care— 
and so will elevate the standards 
of medical care around the world. 
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NOTES AND COMMENT 


‘Post-op’ study discloses ‘Staph’ sources 

An epidemic of postoperative wound infection, illustrating the danger 
of a surgeon’s operating while suffering from septic lesions and the ex- 
tent to which the unusually dangerous Staphylococcus aureus (phage- 
type 80) may be spread, was described in a special article in a recent 


issue of The Lancet.* 

The epidemic began in a surgical 
unit of six wards containing 180 
beds. The unit is staffed by six 
surgeons who do general surgical 
work, including urology. The wards 
are single-story buildings con- 
nected by long, airy corridors 
which have windows and doors 
opening on the hospital grounds. 
A newly built operating theater, 
serving both the surgical unit and 
a gynecological unit in the hospi- 
tal, is well designed and equipped 
and has a positive-pressure venti- 
lation system. 

During May 1958, one surgeon 
noticed a sudden rise in his post- 
operative sepsis rate, in that 9 of 
his 51 cases, or 18 per cent, devel- 
oped wound infections. Since most 
of the infections were deep wound 
abscesses, it was thought that they 
must have been acquired at op- 
eration. The surgeon then acknow- 
ledged that he had been suffering 
from a series of boils affecting both 
armpits and that he had continued 
to operate while so affected. There 
was little doubt, therefore, that he 
had infected his cases. 

‘ The epidemic spread throughout 
the surgical unit, with type 80 as 
the predominant cause of infection, 
and it persisted as the most com- 
mon infecting organism for eight 
months. 

Although type 80 gave rise to 
other forms of sepsis in a few pa- 
tients, most of the infections were 
deep-wound infections. By chance 
the probable source of the other 
secondary infections was discov- 


_ ered to be a laundry basket which 


was used to deliver clean linen to 
the wards after being used to take 
dirty linen to the laundry. This 
situation was promptly controlled. 

The first step in controlling the 
epidemic was to rid the affected 
surgeon of his recurrent infections. 
This proved to be extremely diffi- 

*Mitchell, A. A. B. et al. An epidemic of 


operative wound infection by type-80 
staphylococci. The Lancet 2:503 Oct. 3, 1959. 
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cult, so much so that, had he not 
had a vacation in the interim, he 
would have been absent from duty 
for three months out of six. 

It is noteworthy that the sur- 
geon infected his cases only when 
he had a septic lesion, not when 
he was merely carrying the epi- 
demic strain. This is further sug- 
gestive evidence of the danger 
from organisms derived from ac- 
tive lesions as distinct from those 
carried on the healthy skin or in 
the nose. 

The site of the surgeon’s lesions 
in the reported outbreak was in- 
teresting. Septic lesions on hands 
or forearms are an obvious risk, 
but the danger of spread from a 
lesion in the axilla may not be so 
apparent. 


Nasal passages seen 
as chief ‘staph’ source 


The noses of healthy individuals 
probably form by far the largest 
breeding ground for the pathogen- 
ic staphylococci, and it is known 
that staphylococci from the nose 
can be responsible for septic le- 
sions in the same individual, ac- 
cording to the authors of an article 
in a recent issue of the British 
Medical Journal.* 

Studies were made in three male 
surgical wards and one male medi- 
cal ward embracing 602 patients in 
one study and 1358 in the other 
study. The first study provided 
data which enabled the surveyors 
to establish nasal carrier rates and 
data from the second study en- 
abled them to establish rates for 
wound sepsis in relation to nasal 
carrier state. 

The physician team took nasal 
swabs of 602 patients admitted to 
a male surgical ward within a few 
days of admission and found that 
38 per cent carried Staphylococcus 
aureus in their noses and that 13 
per cent carried penicillin-resist- 


*Williams, R. E. O., et al. Nasal staphy- 
lococci and sepsis in hospital patients. 
Brit. M. J. No. 5153, Oct. 10, 1959. 


ant strains. After eight weeks in 
the ward, 25 patients were swabbed 
and it was found that 68 per cent 
were carriers and 52 per cent had 
resistant strains. 

The surveyors also found that 
patients who were noncarriers on 
admission acquired resistant 
strains in the ward more readily 
than those who were carrying sen- 
sitive strains on admission. Fur- 
ther, 64 of 165 patients treated 
with antibiotics acquired penicil- 
lin-resistant strains in their noses 
and 39 acquired tetracycline-re- 
sistant strains in their noses. 

The incidence of postoperative 
staphylococcal wound sepsis was 2 
per cent in 342 patients who had 
never been nasal carriers of staph- 
ylococci and it was 7.1 per cent 
in 380 patients who had carried 
staphylococci at some time. In ap- 
proximately 50 per cent of the 
postoperative wound sepsis cases, 
the sepsis was caused by a staphy- 
lococcus of the same type as had 
been found in the nose. In patients 
carrying one or another of 10 ap- 
parently more virulent types of 
staphylococci, 35 per cent acquired 
a wound infection, which in all 
cases was due to the nasal type 
of staphylococcus. 

Out of a total of 1319 postopera- 
tive patients, 4.5 per cent devel- 
oped sepsis elsewhere than in a 
wound. The term “septic” was 
used to denote the presence of 
visible pus. In this series, the re- 
lation of sepsis to nasal carriage 
was very similar to the relation of 
wound sepsis to nasal carriage. It 
appears, therefore, according to 
the investigators, that self-infec- 
tion is important in the etiology 
of septic lesions. 

They report that the tentative 
picture that seems to emerge from 
this survey is that 50 per cent of 
the cases of sepsis could have been 
caused by organisms in the pa- 
tient’s own nose and that half of 
these nasal colonies had been ac- 
quired in the ward. 

The results further suggest that 
the incidence of sepsis might be 
reduced if the acquisition of staph- 
ylococci in the nose could be pre- 
vented. This might be achieved by 
measures designed to protect sus- 
ceptible patients from exposure to 
those already infected or by topi- 
cal application of antibiotics to 
the nose. 
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. by OLIVER J. NEIBEL JR. 
PHILIP A. AUSTIN and AL J. BAILEY 


A PHARMACY in Washington, as 
in other states, is subject to 
registration and regulation by the 
state board of pharmacy, regard- 
less of whether it is located in 
a hospital or in some other en- 
vironment. Our statutes define a 
“pharmacy” to include “every 
place in which physicians’ pre- 
scriptions are compounded or dis- 


-pensed and where drugs and medi- 


cines are compounded and dis- 
pensed.”! Washington state law 
makes it “unlawful for any person 
to compound or dispense drugs, 
medicines or poisons, or to operate 
any place of business for whole- 
saling or retailing, compounding 
or dispensing drugs, medicines or 
poisons, unless he is a registered 
pharmacist, or places a registered 
pharmacist in charge thereof.’’? 


Our statutes require the owner of 


every pharmacy or dispensary to 
register with the board of phar- 
macy and pay a nominal annual 
license fee.* The board of phar- 
macy is required by law to “exer- 
cise general supervision over, and 
direct the enforcement of, the pro- 


Oliver J. Neibel Jr., LL.B., is assistant 
attorney general, State of Washington, 
legal counsel to Washington State Depart- 
ment of Health and chairman, Subcommit- 
tee on Public Health Law of the American 
Public Health Association. Philip A. Aus- 
tin, M.H.A., is head, Hospital and Nursing 
Home Section, ares State Depart- 
ment of Health. Al J. Bailey, BS., is 
secretary, Washington State Board of 
Pharmacy, and member, Board of Man- 
agers, Washington State Pharmaceutical 
Association. 


This article is based on a presenation to 
the Section on Pharmacy, American As- 
sociation for the Advancement of Science, 

annual meeting, Chicago, December 
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standards 


FOR HOSPITAL PHARMACY SERVICES 


Pointing out that hospitals exist for 
patients, the author states that all pro- 
fessions represented in hospitals are 
concerned about the safe and efficient 
handling of drugs to provide better 
patient care. Acting on this premise, 
the State of Washington, according 
to the author, formulated a set of 
patient-oriented standards as a realistic 
approach to state regulation of hos- 
pital pharmacy practice. 


visions of law relating to phar- 
macy.’ 

Standards for the operation of 
pharmacies, including hospital 
pharmacies, are traditionally the 
province of the state board of 
pharmacy. This is where the fund- 
amental responsibility rests today, 
as it should. 


THE FIRST STAGES 


In 1955, the legislature of the 
State of Washington enacted a 
hospital licensing law for the pri- 
mary purpose of promoting “safe 
and adequate care of individuals in 
hospitals through the development, 
establishment and enforcement of 
minimum hospital standards for 
maintenance and operation.”® The 
state board of health was given the 
responsibility for the establish- 
ment, after consultation with an 
advisory council, of standards, 
rules and regulations for the con- 
struction, maintenance and opera- 
tion of hospitals. The State De- 
partment of Health was charged 
with the enforcement of the adopt- 
ed standards, rules and regula- 
tions.§ 

In the hospital environment, 
many professional disciplines are 
involved in the purchasing, storing, 
dispensing and administration of 


fhanmacy 


drugs. This total hospital drug pic- 
ture was of serious concern to the 
department of health in the de- 
velopment of regulations. 

The department of health and 
the board of pharmacy recognized 
at the outset that a cooperative 
approach was necessary. This ap- 
proach aimed at the best possible 
patient care consistent with a 
recognition of the prerogatives of 
the various disciplines practicing 
in the hospital. Accordingly, a 
committee was formed, consisting 
of representatives of the state 
medical society, the state hospital 
association, nurses’ associations, 
the pharmacists’ association, the 
hospital pharmacists’ association, 
the board of pharmacy, the depart- 
ment of health and the attorney 
general’s office. This committee 
was charged with the responsibil- 
ity of recommending standards for 
the operation of hospital phar- 
macies and the handling of drugs 
within the hospital to the state de- 
partment of health and the board 
of pharmacy. 


The Washington committee be- 
gan its work, agreeing that all pro- 
fessions represented in a hospital 
are interested in the safe and effi- 
cient handling of drugs and medic- 
inal preparations, to the end that 
patients will receive the best pos- 
sible care. 

The department of health must 
be concerned because it has the 
over-all legal responsibility for 
prescribing safe and adequate 
rules to regulate hospital opera- 
tions. And, of course, the board of 
pharmacy and pharmacist, espe- 
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cially the hospital pharmacist, are 
fundamentally concerned, both le- 
gally and professionally, with se- 
lecting, purchasing, compounding, 
storing and dispensing of all drugs 
and medications. It was through 
joint efforts of the professions and 
the related departments of state 
government with this attitude that 
the committee evolved standards 
for hospital pharmacies. 

In the development of pharmacy 
standards, what: gave most concern 
was resolving who was to have 
access to the pharmacy or central 
drug supply when the pharmacist 
was not in the hospital. The prob- 
lem—providing pharmacy cover- 
age after normal pharmacy hours 
—has been of much interest among 
the hospital and related profes- 
sions.? 


THE PROBLEM OF DRUG ACCESS 


The committee first agreed that 
both legally and as a matter of 
patient welfare, no one but a regis- 
tered pharmacist should be allowed 
to compound drugs or have access 
to the central narcotic or barbitu- 
rate supply. At the same time, it 
was agreed that access to all other 
drugs was essential to adequate 
patient care. Full recognition was 
given to the existing practice of 
securing necessary drugs in emer- 
gency situations by a variety of 
hospital personnel in the pharma- 
cist’s absence. When a physician 
decides that a patient is in imme- 
diate need of a drug that is not 
available in floor supply, that drug 
is usually obtained and adminis- 
tered promptly—generally without 
concern for safe pharmacy prac- 
tices of accountability. Any system 
to be adopted must provide proper 
safeguards for emergency use. 

The second step was to reject the 
night emergency cabinet or locker. 
Most of us had seen this system 
in action and felt that there was 
grave danger that the emergency 
locker would grow into a phar- 
macy itself, with almost no control 
over access to drugs and little op- 
portunity to fix responsibility for 
drug usage. Where possible, an 
“on-call” program for the hospital 
staff pharmacist is ideal, but the 
size of many of Washington’s hos- 
pitals and the communities in 
which they are located made this 
impractical. 

It was finally determined to pro- 
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vide that, other than the pharma- 
cist, only one registered profes- 
sional nurse per shift was to have 
access to the pharmacy for limited 
purposes. Actually, the only keys 
to the pharmacy would be in the 
possession of the pharmacist and 
the designated nurse who would 
deliver them to her relief on going 
off shift. This decision was not 
easily made; it required much 
give-and-take on the part of the 
various professions involved. Of 
great assistance in resolving this 
question was the distinction made 
by George F. Archambault be- 
tween drug dispensing (a pharma- 
ceutical act) and drug administra- 
tion (a nursing act): 

“(1) drug dispensing involves 
the issuance of one or more doses 
of medication in containers other 
than the original, such new con- 
tainers being properly labeled by 
the dispenser as to contents and/or 
directions for use as indicated by 
the prescriber or (2) drug dis- 
pensing is the issuance of a medi- 
cation in its original container with 
a pharmacy prepared label that 
carries to the patient the signa of 
the prescriber as well as other 
vital information or the package 
carries a label prepared for nurs- 
ing station use in a hospital. The 
contents of the container may be 
for one patient (such as an in- 
dividual prescription) or for sev- 
eral patients (such as a nursing 
station medication container). 

“In drug administration, a nurs- 
ing act, a single dose is adminis- 
tered to a patient by the nurse as 
a result of an order of a physician 
or dentist. . . . The removal from 
the pharmacy to the nursing sta- 
tion of a single dose of a drug 
from the original container by a 
nurse for a specific patient falls 
under drug administration and is 
legal. However, the filling or refill- 
ing of a nursing station medication 
container or a properly labeled, 


prepackaged, nursing station med- - 


ication container or a similar pre- 
packaged, and properly labeled 
medication from a pharmacy emer- 
gency or night service unit with the 
drug called for is dispensing and 
can be engaged in legally only by 
a licensed pharmacist. . . . Also, 
it can be argued that the removal 
of the original container from the 
storeroom or pharmacy to a nurs- 
ing station is drug administration 


and is a legal nursing act... . Note 
that no transfer from container to 
container occurs nor is there a pos- 
sibility of label error.’’® 

Dr. Archambault’s distinction 
fixes professional responsibility 
and recognizes the interprofession- 
al roles involved in handling hos- 
pital medications. 


THE FINAL RESOLUTION 


Recognizing that no one other 
than a registered pharmacist may 
compound or dispense drugs and 
that drug administration is a nurs- 
ing act, Washington was able to 
adopt a regulation designed to af- 
ford the ready availability of any 
medications which might be need- 
ed in patient treatment. This regu- 
lation reads as follows: 

“ACCESS TO PHARMACY” 

“Only a pharmacist may have 
access to the pharmacy stock of 
barbiturates and narcotics. 

“Only a pharmacist may have 
access to the pharmacy stock of 
drugs except that in a pharmacist’s 
absence from a hospital a regis- 
tered nurse, designated by the hos- 
pital, may obtain from a hospital 
pharmacy stock of drugs such 
drugs as are needed in an emer- 
gency, not available in floor sup- 
plies (excepting narcotics and bar- 
biturates), and the nurse, not the 
pharmacist, becomes accountable 
for her actions. Only one regis- 
tered professional nurse in any 
given eight-hour shift may have 
access to the pharmacy stock of 
drugs. A registered nurse is not 
permitted to compound or dis- 
pense drugs. 

“A nurse may remove from the 
pharmacy stock of drugs: 

“1. A drug in its original con- 
tainer or a drug prepackaged by a 
hospital pharmacist for nursing 
service use in the hospital. 

“2. A single dose of a drug from 
the original container for a spe- 
cific patient. 

“A nurse shall leave in the phar- 
macy on a suitable form a record 
of any drugs removed, showing: 
(a) the name of the drug, (b) the 
name of the manufacturer, (c) the 
dosage size, (d) the amount taken, 
(e) the date, (f) the time and (g) 
the signature of the nurse. 

“Further, she shall leave with 
the record the container from 
which the single dose was taken 
for drug administration purposes 
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in order that it may be properly 
checked by a pharmacist. Such 
records shall be kept for three (3) 
years.” 

It is to be emphasized that as 
nearly as possible, the entire set 
of regulations provides for total ac- 


countability for medications from 


the time of delivery to the hospital 
to the time of their ultimate use 
or disposition and prevents the hap- 
hazard securing of drugs by un- 


authorized personnel. 


THE EXPERIMENTAL RESULTS 


Washington really has done 
nothing astonishingly new. It has 
only recognized the necessity of 
interdisciplinary cooperation on 
matters which vitally affect patient 


‘care and welfare. We have tried 


to remember that our hospitals 
exist for our patients. We have at- 
tempted to orient our approach 
and our regulations to this funda- 
mental principle. In particular, we 


have developed standards and 


regulations governing hospital 
pharmacy operations which we be- 
lieve to be technically correct, 
legally sound, reasonable, under- 
standable and enforceable. These 
standards have been jointly adopt- 
ed by the department of health 
and the board of pharmacy. They 
are now in effect in our state. This 
is the first time identical standards 
have been adopted by a state hos- 
pital licensing agency and the state 
board of pharmacy. 
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NOTES AND COMMENT 


Pharmacologist views drug field problems 


In a recently published editorial,* Louis Lasagna, M.D., of the Moore 
Clinic of Johns Hopkins Hospital, discussed some problems confronting 
pharmacists, the pharmaceutical industry, the medical profession, the 
government and hospitals. Dr. Lasagna identifies himself as an “academic 
pharmacologist” and says his business is “clinical pharmacology”. 


Among the topics covered were: 

1. “Some sources of discontent 
with industry that are in large 
part justifiable by fact.” 

2. “Some complaints against in- 
dustry that I consider unfair and 
unreasonable.” 

3. “Some serious problems fac- 
ing not only the drug industry but 
the universities and the medical 
profession as well, deriving from 


.the attitudes and activities of gov- 


ernmental agencies.” 

4. “Some general problems re- 
lated to research in clinical phar- 
macology.” 

“Constructive suggestions for 
solving some of these problems.”’ 

Dr. Lasagna states that perhaps 
the major source of friction be- 
tween the medical public—partic- 
ularly the university circles—and 
the drug houses is pharmaceutical 
promotion featuring badly scis- 
sored quotes, utilizing only lauda- 
tory reports and eliminating un- 


*Lasagna, L., M.D. Gripesmanship: a —e 
a approach. J. Chron. Dis. 10:459. Dec. 
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favorable comments or data. 

Another formidable source of 
discontent, he writes, is the ava- 
lanche of “new” preparations each 
year. The hundreds of new names 
introduced pose a threat to the 
physician’s ability to assimilate 
new information. Dr. Lasagna 
adds, “What makes things worse 
is the realization by many physi- 
cians that most ‘new’ drugs are 
merely combinations or new dos- 
age formulations of old drugs and 
represent precious little in the way 
of therapeutic advance.” 

Drug industry pressure for 
speedy and favorable results from 
clinical use of experimental drugs 
is another area of controversy, Dr. 
Lasagna states. Since clinical re- 
search is often slow and undra- 
matic, this pressure can cause re- 
sentment. 

Dr. Lasagna also points out that 
“many clinical investigators resent 
the medicolegal risks they run and 
are not eager to continue to ex- 


periment at their own peril.” They 
want the drug industry to shoulder 
some of the medicolegal respon- 
sibility. 

The industry is unfairly criti- 
cized, however, for retaining major 
control of monetary grants to sup- 
port research, for insisting on 
project progress reports and for 
offering awards and dinners to 
medical and other personnel, ac- 
cording to Dr. Lasagna. 

In the area of governmental ac- 
tivities, a serious shortcoming, Dr. 
Lasagna reports, is that the Food 
and Drug Administration does not 
have an adequate budget to attract 
“top-drawer men in_ sufficient 
quantity”. He suggests that this 
agency needs more funds and 
probably should be reorganized to 
perform its function effectively. 

Revision of the Food, Drug and 
Cosmetic Act is another impera- 
tive, writes Dr. Lasagna, because 
“the foundation of this act—the 
principle that the government 
should concern itself with the 
safety of drugs and not their ef- 
ficacy—is nonsensical. Toxicity is 
inextricably tied in with efficacy 
and the purpose for which a drug 
is to be used.” He recommends 
bringing the authority of the FDA 
legally up to date. 

Clinical pharmacolgy has a tre- 
mendous task because “there are 
not enough good investigators, 
there is not enough time, there are 
too many drugs, and at times it 
seems as if there are not enough 
patients”. He suggests increasing 
the appeal of clinical pharmacol- 
ogy for talented investigators as 
one answer to these difficulties. 

Dr. Lasagna’s recommendations 
include: (1) fighting ignorance by 
the simple expedient of more ef- 
fective communication; (2) rem- 
edying pharmaceutical advertising 
and promotional errors; (3) ar- 
ranging meetings of experts from 
various disciplines to consider the 
ethical, legal and financial aspects 
of human experimentation; (4) 
expanding industry support of 
nonproject-oriented clinical inves- 
tigation; (5) joining of forces by 
the medical profession and the 
drug industry to provide reason- 
able advice to the government, and 
(6) increasing public relations 
work by the industry to inform 
its public—lay and medical—of its 
altruistic activities. 7 
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OVER-ALL VIEW of the tray assembly area in the main kitchen of St. Francis Hospital, Milwaukee. 
Soup and cereal station, two hot food stations and a room temperature station are located to the 
left of the tray assembly line while the salad and dessert, cold food and hot beverage stations 
are located to the right of the line. Storage space is provided under the tray assembly line. After 
the trays are checked, they are immediately placed in the tray delivery cart shown on the right. 


THE HOT FOOD STATION on wheels at the 
far right of the photograph features tempera- 
ture controls on the front panel, two ther- 
mostatically controlled food drawers in the 
base and two thermostatically controlled food 
wells in the working surface as well as a 
set of upper shelves. In the foreground at the 
left are dish dispensers, which may be heated. 
The carts are plugged into each other. An- 
other piece of mobile equipment in use at St. 
Francis Hospital, Milwaukee, is the room tem- 
perature station with rotary toaster as shown 
in the upper left hand corner. 


ANY HOSPITALS believe that 
installation and use of mo- 
bile equipment saves time and 
money for them. Other hospitals, 
like Milwaukee’s St. Francis Hos- 
pital, go one step further and 
recommend for all practical pur- 
poses a complete installation of 
mobile equipment for economical 
and efficient food service operation. 
St. Francis Hospital favors mo- 
bile equipment for the following 
reasons: 

1. Mobile equipment may be 
moved many times in order to find 
the most desirable arrangement in 
terms of the type of food service, 
labor expenditure, speed of serv- 
ice, and space. For example, at St. 
Francis Hospital, if the central 
tray service system had been sta- 
tionary, the equipment would have 
been torn out many times and at 
great expense to the hospital be- 
cause the original layout did not 
meet the hospital’s needs. Some of 
the equipment was moved seven 
or eight times. 

Mrs. Ruth Lemley Kaczmarek served as 
assistant administrative dietitian at St 


Francis Hospital, Milwaukee, Wis., at the 
time this article was prepared. 
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HOW MOBILE EQUIPMENT 


CAN SIMPLIFY TRAY SERVICE 


Moreover, when the tray as- 
sembly system was first set up at 
St. Francis Hospital, 16 to 18 per- 
sons were required to run the tray 
assembly line properly. By re- 
arranging the carts, we now need 
only 11 persons :ncluding the die- 
titian, and we have shortened the 
total time for tray service to half 
an hour for 200 trays. 

It takes exactly nine seconds to 
send one tray through the tray as- 
sembly line and to load it into a 
cart for distribution to patients. 
Consequently, the food reaches the 
patient at the prepared tempera- 
tures. 

2. Movable carts simplify trans- 
fer of foods from the preparation 
area to the serving stations, par- 
ticularly when the main kitchen is 
not large. Moreover, this method of 
transfer reduces handling and cuts 
down on accidents, such as the 
spillage of hot liquids. Even in 
a larger kitchen, movable carts 
would save time and labor in load- 
ing. 

3. Movable carts permit faster 
and more efficient cleaning. They 
can be easily moved for cleaning 


by MRS. RUTH LEMLEY KACZMAREK 


the sides and floor beneath them. 
Since the carts are made of stain- 
less steel, they can be washed 
quickly with soap and water and 
wiped dry. 

4. Movable carts with eztra 
electrical outlets on both sides 
make it more convenient for plug- 
ging them into either side of the 
tray assembly line and for con- 
necting the dish dispensers. The 
result is more space directly around 
the tray assembly area. 

5. Movable carts can be used in 
many ways. For example, at St. 
Francis Hospital two “special diet 
station” carts designed primarily 
for special diet foods have a re- 
frigerated section, two heated 
drawers in the base, and a large 
counter space with two upper 
shelves above the base. These 
carts were later believed unneces- 
sary, but because they were mobile 
they were used to serve salads and 
desserts, thus allowing more space 
on the entirely refrigerated carts 
for those foods which absolutely 
must be kept cold, such as milk 
and butter. Using these carts also 
resulted in the assignment of one 
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MORTON SALT 


The first individual salt and pepper servings 


that open easily and pour precisely the amount 


of seasoning you want with no spilling. 


No shakers to clean, fill, break or lose! 


Nothing to tear apart—ready to use. Morton Salt and Pepper 
Midgets save man hours filling and cleaning conventional salt and 
pepper shakers...eliminate petty pilferage and annoying breakage 
common with ordinary dispensers. Sanitary Morton Salt and Pepper 
Midgets contain enough seasoning for a complete meal. 

Morton Salt and Pepper Midgets are packed ready to use 
when you receive them. No time is wasted separating or tearing 
them off a paper strip. | 
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less person than would have been 
assigned to replenish the cold food 
station. 

6. Mobile equipment, such as 
dish dispensers on wheels, can help 
reduce dish breakage and storage 
space. The dispensers which are 
made of stainless steel with rubber 
bumpers @nd hard rubber wheels 
are moved directly from the tray 
assembly line to the dishroom 
where the clean dishes are placed 
in them after being removed from 
the dish machine. This method 


eliminates extra handling, cuts 
down on dish breakage and elim- 
inates extra storage space for clean 
dishes. After the dispensers are 
filled with clean dishes, they are 
moved to the tray assembly area 
and are connected to the mobile 
carts for heating. 


TYPES OF EQUIPMENT 


Convinced of the practicality of 
mobile equipment, the administra- 
tion at St. Francis Hospital chose 
food service equipment that is en- 


“It’s not necessary to add ‘Continental Coffee’. 
Just say ‘Ah-h’.”’ 


Write for free trial package 
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tirely mobile, with the exception 
of the tray assembly line itself. 
The tray assembly line’s primary 
function is to supply electricity for 
the mobile equipment. It also sup- 
plies water for those pieces of 
equipment needing it, such as the 
coffee-makers. All mobile equip- 
ment is placed at right angles to 
the line and may be moved at any 
time to facilitate ease of service. 

The lower portion of the tray 
assembly line, electrically heated, 
acts as a warm storage area for 
plate covers and other items used 
during tray service. 

Each mobile cart is entirely in- 
dependent. It has its own tempera- 
ture control and its own motor for 
refrigeration as well as a set of 
electrical outlets for plugging in 
other pieces of equipment. The 
carts are made of stainless steel 
with rubber bumpers around the 
bottom. Cart wheels are made of 
hard rubber and rotate completely, 
making the carts easy to move. 

Additional types of mobile equip- 
ment in use at St. Francis Hospital 
include: 

1. Two Hot Beverage Stations. These 
units consist of an upper shelf, a 
worktop fitted to receive a coffee- 
maker, and a base with two 
drawers for storing coffee and tea. 
A heated section is provided for 
storing individual coffee pots. These 
units are not connected directly to 
the tray assembly unit. A separate 
cart is used for serving coffee dur- 
ing tray assembly. The cart has two 
upper shelves to hold cups on sau- 
cers and two electrically heated 
wells and two heated drawers in 
its base. Coffee and tea are poured 
into individual pots before tray as- 
sembly and the pots are placed in 
the wells and drawers to be kept 
hot before and during tray service. 
These hot beverage stations also 
include dispensers for holding and 
heating cups and saucers. 

2. Two Salad and Dessert Stations. 
These units consist of a set of upper 
refrigerated shelves, a refrigerated 
worktop, and a base divided into 
a refrigerated section on one side 
and wire rack shelves for receiving 
12 by 18 inch pans. 

3. Two Cold Food Stations. These 
work centers consist of a set of 
refrigerated upper shelves, a re- 
frigerated cold pan depressed into 
the worktop and a base which 
houses the compressor and a set of 
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24 SERVINGS 
24 (20 oz.) 


ites 

meonarp Cheddar Cheese, shredded 
COUMIDG ... 


PO Reichup (4-02. portions).......... «2 


Beat egg whites until stiff 

ingredients and mix until well blend 

2. Roll level mixturesinto balls and deep-fry 
in. shortening, 325° minutes. Orain. Serve with Kraft 


P etchup. 


For Fast or Feast: Almost any time proves to bea 
good time to offer patrons a fish sandwich. Here's 
one they'll enjoy. It could be a profitable addition 
to your daily selections. Fry it to golden-crusted 
crispness with Kraft's Red Label Shortening. 


-=DEEP-FRIED 


in@réase the recovery rate of your fry recovery, 
irench-tried items that are new to your customers. 

etre Suess newcomers will give you a better mark-up than your 
priced menu regulars.” Try these two recipes... 
and your Kraft man for others. 


Ahoy .. . Cheese Scallops: No seagoing experience 
needed to prepare these prairie scallops. They're made with 
a good sharp cheddar—Kraft's Elkhorn—and afew simple 
ingredients. Pop ‘em in the fat for 3 minutes. Customers say: 
delicious! See recipe above. 


E "Rea-enenuay—W hen you fill your fry kettle for the first time with Kraft 
"Red habel, you re set for perfect frying. Foods emerge with the golden 
favor that customers really like. Complete satisfac- ~ 
becatise iKraft-Red Label Shortening is ultra-refined. 
= ace tron hydrogenated Vegetable oils, it vigorously resists foaming 
high-smoke point and low fat absorption mean 
ecoonomy atid consistently superior fried foods. | 
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: If salad sales need rejuvenation, try these 


‘Temedies: (1) Let the lively of cheese, 
as garnish or ingredient, exert its appetiz- 
ing sales persuasion on your customers. 
(2) Make every salad with the dressing 
that suits it best. 

This is actually as easy as it sounds. For 
Kraft has the recipes, all the cheeses, and 
a large line of famous dressings. Wouldn't 
one of the following salads fit nicely into 


Celebrated Macaroni 
Salad: Made with cubes of 
Cheddar Cheese (Kraft's 
Mayflower), this salad is one 


ttern? = that patrons find intriguing. 

pees wa A distinctive flavor note is 
acquired by marinating the 

macaroni in Miracle French 


—=S-r* Dressing. This is the most 


_Kratt ...fer gGod food and go6d food ideas. ~~.. 


popular of all French Dress- 
ings. Savory yet mild, it’s 
creamy-smooth, doesn't 
separate. Wonderful as an 
ingredient in salads, and as 
a dressing on them. 


& 


The “Eyes” Have It: When custom- 
ers see this wonderful combination of ! 
shrimp, hard-cooked egg slices and 
asparagus spears, they find it pretty | 
irresistible. Top with Kraft Mayon- 
naise. Made with purest salad oils, 
fragrant vinegar, selected egg yolks 


Royale Blue Salad: Add 
Kraft Blue Cheese Dressing toa 


and choice seasonings, Kraft Mayon- bowl of greens and you've got 
naise adds palatability to the salads yourself a salad that sells... 
you serve. and sells! Tossed greens mingle 


deliciously with Kraft's Blue 
Cheese Dressing. It's rich in 
fine Blue Cheese—more than 
50%—in a creamy mayonnaise. 
That's what makes this salad 
so special. 
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wire rack shelves for receiving 12 
by 18 inch pans. 
4. Two Hot Food Stations. Each of 


these units consists of a set of upper 
shelves, two thermostatically con- 
trolled food drawers in the base 
which keep the reserved food hot 
and two thermostatically con- 
trolled food wells in the working 
surface. One station serves the 
general diets; the other, special 
diets. 

5. Soup and Cereal Cart. This ther- 
mostatically controlled cart fea- 
tures five wells for holding and 
heating soup and cereal. 

6. Two Room Temperature Stations. 
Each of these units consist of an 
upper shelf, a worktop to receive 
a rotary toaster, a base with four 
bread drawers and a set of wire 
rack shelves to receive 12 by 18 
inch pans. 

7. Dish Dispensers. These pieces of 
mobile equipment hold dinner 
plates, cups, saucers, bread and 
butter plates, sauce dishes, and 
soup bowls. All may be heated if 
desired. 

8. Tray Delivery Carts. The carts 
hold either 20 or 30 trays. The in- 
teriors of the carts are fitted with 
removable wire racks which sup- 
port the trays. As each tray is put 
into place, an integral part of the 
tray acts as the door for the com- 
partment. 

In addition to the desire for 
maximum flexibility in the kitchen 
through installation and use of 


APRIL 1, 1960, VOL. 34 


in the tray delivery cart. 


mobile equipment, the palatability 
of the food served is also a very 
important consideration. To in- 
sure palatability, all unnecessary 
handling of food must be elimi- 
nated so that the food reaches the 
patient in the shortest time pos- 
sible. If food is kept in the main 
kitchen; if the hot food is kept as 
hot as practicable and served on 
heated dishes; and if cold food is 


‘ 


(ABOVE) TRAY DELIVERY CARTS at St. Francis Hospital, Milwaukee, hold 
either 20 or 30 trays. End of the tray closes the compartment for the tray 


(LEFT) MOBILE DISH DISPENSERS and a specially designed tray cart save stor- 
age space and time and labor in transferring clean dishes and trays from 
dishwashing to tray assembly area at St. Francis Hospital, Milwaukee. 


kept as cold as practicable and 
served as quickly as possible, the 
food will reach the patient in its 
most palatable condition. But if 
the time interval from kitchen to 
patient bedside is unduly long, no 
method of reheating or attempting 
to maintain food temperature will 
result in a palatable meal. Saving 
time is of essence in any food serv- 
ice system. 


NOTES AND COMMENT 


Detroit patients choose menu favorites 


Patients at Jennings Memorial Hospital, Detroit, have selected rolled 
breast of veal, blueberry pudding and pineapple-celery-pecan salad as 
their menu favorites, reports Mrs. Barbara Randall, director of dietetics 
at the hospital. The menu items are included in Mrs. Randall’s menus 
which begin on page 76. Rolled breast of veal appears on page 76 and 


blueberry pudding on page 78. The 
third-week menu on page 79 
features pineapple-celery-pe- 
can salad. 

The recipes are as follows: 


ROLLED BREAST OF VEAL 
(48 servings) 
Ibs. boneless breast of veal 
lbs. sausage meat 
qt. bread crumbs 
ce. onions, finely chopped 
thsp. salt 
isp. pepper 
ec. milk 
3 ¢. fresh mushrooms, minced 
2 ¢. canned mushrooms, minced 
1. Lay breast of veal out flat. 

Trim to same all-over thickness. 


2. Combine sausage, bread 
crumbs, mushrooms, onions and 
milk. 

3. Spread above mixture on veal 
breasts and add seasonings. 

4. Roll tightly and tie securely 
with a cord. 

5. Cover and roast 1 to 1% hours 
at 300° F. 

6. Slice in inch-thick pieces and 
serve. 

BLUEBERRY PUDDING 
(48 servings) 
1 tb. shortening 
2 ibs. sugar 


14 oz. eggs 
6 oz. blueberry juice or water 


4 
4 
in 
A 
- 
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2 


4 7 
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te 


lb. 4 oz. flour 

tsp. nutmeg 

tsp. salt 

tsp. cinnamon 

tsp. soda 

oz. hot water 

2% Ibs. blueberries, drained 


1. Cream shortening and sugar; 
add eggs*’a few at a time. Add % 
blueberry juice and mix well. 

2. Sift flour, salt, nutmeg and 
cinnamon. 

3. Dissolve soda in remaining 
juice and hot water; add alter- 
nately with dry ingredients. 

4. Stir in blueberries. 

5. Pour into one, 12 x 18 inch 
pan and one, 10 x 12 inch pan. 
Bake 25 minutes in 350-375° F. 
oven. 

6. Sprinkle with powdered sug- 


‘ar upon removing from oven. Cut 


36 portions from 12 x 18 inch pan 
and 12 portions from 10 x 12 inch 
pan. 

7. Serve each portion with 2 


oz. lemon sauce. 


PINEAPPLE-CELERY-PECAN SALAD 
(48 servings) 
3% gqts. pineapple chunks, 
well drained 
3 qts. chopped celery 
(%-inch pieces) 
4 ¢«. pecans, broken 
¢. mayonnaise 
2 topping 
1. Drain pineapple chunks well. 
2. Chop celery into %-inch 
pieces. 
3. Fold mayonnaise into top- 
ping. 
4. Combine all ingredients. 
5. Refrigerate for 45 minutes to 
one hour. 
6. Serve on 3-inch, lettuce-lined 
plate. Use a No. 10 dipper. 
7. Refrigerate until serving 
time. 


New booklet available 
for patient education 
Food service directors may find 


the recently published pamphlet, 
Foods to Eat... and Why, a help- 


ful tool in their nutrition education 
programs for patients, personnel, 
student nurses and medical stu- 
dents. The pamphlet which was 
prepared as a guide to proper plan- 
ning of meals would be appropriate 
“handout” material for dietitians 
and tomorrow’s physicians in their 
nutrition instruction of patients. 

The publication explains that 
the daily diet should include foods 
from each of four groups: vegeta- 
ble and fruit, meat and egg, milk, 
and bread and cereal. Listed in 
the pamphlet are the important 
foods within each group as well as 
the foods that are particularly im- 
portant for provision of essential 
vitamins and minerals. 

Copies of the pamphlet are avail- 
able free of charge to residents of 
New York State from the Office of 
Public Health Education, New 
York State Department of Health, 
84 Holland Ave., Albany 8, N.Y. 
Out-of-state residents may secure 
copies at a nominal charge. e 


Summer Cycle Menu 
for the Midwest 


21-pay selective summer 
cycle menu and market orders 
for perishables are designed for 
hospitals in the Midwest. These 
menus, which may be used dur- 
ing June, July and August, feature 
foods popular in the Midwest. 
The menus in this issue are the 
first in a four-part series of sum- 
mer cycle menus published in this 
Journal. Summer cycle menus for 
the South-Southwest will be in- 
cluded in the April 16 issue of 
HOSPITALS, J.A.H.A. The summer 
menus for hospitals in the East and 
North-Northwest will be published 
in the May 1 and 16 issues, re- 


spectively. 


This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 


74 


Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 


During April and May hospitals may 
use the spring cycle menus, pub- 
lished in the January and February 
issues of this Journal. 


other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 


need sodium, sugar or fat restric- 
tion during preparation. 

The market order for perish- 
ables, which accompenies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. 

The market order includes all 


portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 


cerated poultry and other pre-pre- 


pared items. 


An added feature of this menu 


service is the standard storeroom 
inventory, a list of supplies that a 


50-bed hospital should have in the 


storeroom at the beginning of 


each 21-day cycle. 
The standard is available upon 


request from the Association, 840 
N. Lake Shore Dr., Chicago 11, III. 
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Mode! ALS-4802X serves 125 


Blickman-Built 


Look for this symboi of quality 
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Institutional Bulk Feeder 
Serves up to 300 Meals per Load! 


Model ALS-9604X serves 300 


Check these features...each gives you important benefits! 


STEEL, one-piece seamless construction 
with all edges rounded and all interior 
corners of wells coved. Eliminates knife 
scraping. Smooth surfaces are easily 
cleaned. 


FLEXIBLE TOP DECK accepts full comple- 
ment of square and rectangular, inter- 
changeable insets, up to 6” deep*—lets 
you choose the top deck arrangement 
you need, 


DROP-TYPE STAINLESS STEEL SHELVES for con- 
venient, easy tray assembly on large 
“counter” areas. Fold neatly when not 
in use, 


LOWER STORAGE COMPARTMENTS ELECTRI- 
CALLY HEATED and operated by toggle 
switch and pilot light on control panel. 
One compartment left unheated for 
greater versatility. Each compartment 
accepts 12” x 20” pans, up to 6” deep. 


COMPARTMENTS ARE FITTED WITH DOUBLE 
WALLED, INSULATED DOORS, hung on con- 
tinuous piano hinges, spring actuated, 
with finger-tip release latches. 


G 


J 


A TOP DECK OF HEAVY GAUGE STAINLESS F TOP DECK HEATED WITH HI-FLO THERMO- 


STATICALLY CONTROLLED HEATERS for 
quicker, more uniform heating. 


FOUR STAINLESS STEEL RUBBER TIRED, BALI- 
BEARING EQUIPPED 8” CASTERS (2 station- 
ary and 2 swivel-type)—provide quiet, 
easy maneuverability, and maximum 
durability. 


EXCLUSIVE BLICKMAN COVED CORNER CON- 
STRUCTION THROUGHOUT—provides a 
smooth coved interior surface for easy 
cleaning. 


STURDY REMOVABLE STAINLESS STEEL PAN 
RACKS. Racks come out easily (no tools) 
leaving smooth interior for quick, easy 
cleaning. Pan slides are set to accom- 
modate up to 6” deep pans.* 


REPLACEABLE CONTINUOUS RUBBER BUMPER 
is set in heavy stainless steel channel, 
fully encircling the conveyor — gives 
greater impact protection. Will not mar 
walls. 


STAINLESS STEEL PUSH HANDLES mounted on 
stainless steel brackets, and protected 
by large donut type rubber bumpers— 
gives greater impact protection. Will 
not mar walls. 

*Insets and pans available at extra cost. 


Approved by National Sanitation Foundation 


Now being used in large public institutions. Bulk feeder line consists of three 
standard capacities to suit your needs: 300, 200 or 125 meals. Or Blickman 
can build to meet specific requirements. For name and address of representa- 
tive in your area and full information, write S. Blickman, Inc., 3804 Gregory 


Avenue, Weehawken, New Jersey. 


BLICKMAN 
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Ist WEEK MIDWEST SUMMER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Mrs. Barbara Avery Randall, director of dietetics, 


Jennings Memorial Hospital, Detroit 


breakfast noon night 
Stewed Prunes Cream of Asparagus Soup iced Cranberry Juice 

or Orange Juice Chef's Salad Bow! with julienne Ham and Cheese—French Dressing (F) Rolled Breast of Veal (F) 
Whole-wheat Cereal or Pot Roast of Beef (S) or Fluffy Cheese-Rice Omelet with Mushroom Sauce (S) 

or Ready-to-Eat Buttered Noodles (S) Parsieyed Potatoes (FS) 

Rice Cereal Broccoli and Lemon Butter or Buttered tg Fs) Creamed Chopped Spinach -« 4 Buttered Peas 
Crisp Bacon Melon Ball Salad or Mixed Cooked Vegetables and American Cheese Head Lettuce—Biue Cheese Dr 
Bran Muffins Fudge Bars with Topping (F) or Raisin-Rice Pudding (S) or Banana-Nut Salad (F) 
Cherries in Syrup or Lime Sherbet (FS) 

Cantalou Iced Apricot Nectar vegmebie Soup 


pe 
er Tomato Juice 


Creamed Sweetbreads and Peas in Toasted Bread Cup (FS) 
or Broiled Canadian Bacon 


Lamb Shoulder oe ae Jelly (S) or Chicken Pot Pie (F) 
Buttered Baked Potato (FS) 


arina 
or High Protein Buttered Whipped Potatoes (FS) Julienne Green Beans (FS) or Corn O’Brien 
Cereal aS ne Sprouts or Buttered Beet Slices (FS) Fresh Fruit Salad—Celery Seed ey CF) 
Pj lery-Pecan Salad or Relish Plate or e Slaw and Green ne 
bn hip oY or Strawberries and Cream (F) Applesauce Cake (FS) or Italian Purple Plums in Syrup 
Stewed Apricots Barley sore leed Orange Juice 
or Pineapple Juice Bacon and Tomato Sandwich ~" Cheese Sauce (F) Roast Fresh Ham—Applesauce or Chicken Loaf—Cream Gravy (FS) 
Oat or Cube Steak with Pan Grav vy ¢ S) Oven Baked Potato Croquettes (FS 
or Shredded Wheat French Fried Potatoes (F) or Whipped Potatoes a Orange Glazed Carrots (S) or Baked Stuffed Tomato (F) 


Buttered Asparagus (FS) er Buttered Fordhook 


Cucumbers and Onions in Sour Cream 


French Toast Tossed Greens with Oil and Vinegar -~ he or Grapefruit and Avocado Salad—French Dressin 
with Syrup or Apple Plate and Celery Stalk Salad Shortcake with Topping or Vanilla ice Cream (FS) 
Lemon Sponge Pudding (FS) or Minted Fresh Fruit Cup 
Tomato Juice Duchess Soup iced Apple Juice 
or Sliced Banana Roast Leg of Lome Liver and Bacon—Catsu my or Lamb Stew 


Rolled 
or Puffed Rice Cereal! 
Bacon 


FS) or Fritters and Syrup—Sausage 

Buttered Whipped Potatoes (FS) 

Cauliflower or Peas (FS 

Pickled Beet and Hard-Cooked Egg Sli yonnaise 
or Bib Lettuce and Tomato Wedges—French Dressing 

Butterscotch Pudding (S) or Cantaloupe (F) 


Buttered Baked Potato 
Buttered Wax Beans (S) or French Fried Zucchini (F) 
Pear, Cream Cheese and Nut Salad (F) or Celery Hearts 
Blueberry Pie (F Ann Cherries in and 


hortbread 


Grapefruit Sections 
or Prune Juice 


Cream of Tomato Soup 
Tuna Biscuit Rolli—Mushroom Sauce (FS) 
or Fried Lake Perch—Tartar Sauce 
Shoestring Potatoes (F) ; 
Buttered Mashed Squash (FS) or Brussels Sprouts with Almonds 
Cabba low— Slaw 
or Seed Dressing (F) 
Apple nd with Topping (FS) or Lemon Sherbet 


iced Blended Jui 
Broiled Whitefish—-Lemon Wedge (FS) or Meat Loaf 
Scalloped Potatoes (FS) 
Corn on the Cob or Buttered way ad (FS) 
Spinach and Tomato Salad—Garlic Dressing 
or Orange, Banana and Date Salad 
Golden Layer Cake (FS) or Peeled Apricot Halves in Syrup 


Banana 
or Orange Juice 


Chicken-Gumbo Soup 
Sliced Ham—Potato Salad—Relishes or Braised — Steak (FS) 


Iced Juice 
Roast Leg of Lamb— Mint Jelly ees or Chicken a la King on Rusk 


= 


Farina Parsieyed Potatoes (FS) or Caraway Cheese Mu Oven-Browned Potato and Grav 
or Bran Flake Cereal | Stewed Tomatoes (FS) or Buttered Succotash French Fried E cam se or Minted Ste (FS) 
Country Sausage Melon Ball Salad or Marinated Green Bean Salad Head Lettuce— Island 
Toast Tapioca Cream Pudding (S) or Fresh Plums (F) or Peach Salad with Fresh ‘Bla eberries—Celery Seed Dressing 
Date Torte with Topping (F) or Pear Half in yew (S) 
py Juice Consomm ced Blended Vegetable Juice 
Melon Tomato Stuffed with Salad, Relishes, Potato Chips (F) Roast Sirloin Beef Au Jus (FS) or Chop Suey on Rice 
Whole- wheat Cereal or Broiled Chicken Breast—Cranberry Jelly (S) Buttered Fluffy Rice (FS) 


or Puffed Rice Cereal 
Cooked Egg 


Coffee Cake 


Buttered Baked Potato (FS) 

eng au Gratin (F) or Buttered Carrots and Peas (S) 
Cabbage, Apple and Celery Salad or Assort elishes 
undae (F) or Pineapple Chunks in Syrup (S) 


Creamed Onions or Buttered essing Squash (FS) 
Tossed Salad—Blue Cheese Dressi 

or Fresh Fruit Salad with Cele Seed Dressin nS 
Angel Food Cake with Mint Celery or Waterm 


(F}—Full Diet 


(S)—Soft Diet 


(FS)—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 


Ist week market order for perishables (per 50 beds) 


Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings tem, Specifications, Amounts & No. of Servings 
Ground Beef U. S. Geet, 5 Ib. 5 ibs. 20 | Apples Jonathan, 113s 1 bo quash, <u . 
flees St eer, sliced ne 15 Ibs. 60 | Bananas Ripe , 70 Ibs. Tomatoes Repacked (5 x 6) 2 lugs (60 Ibs.) 
Roast, Sirloin (B.R.T.) U. $ "Choice 20 Ibs. 60 | Blueberries uart 2 ats. Watercress Bunch 1 doz. 
ea u oice, rapefru Seed x 
4 oz. each 5 lbs. 20 | Grapes Seediess, 28 Ib. box 1 box FROZEN FRUITS 
Steak, Swiss U. S. Good, 4 oz. each 20 Ibs. 80 | Lemons 1 doz. Apples Sliced, 8 Ib. can, 
Sweetbreads Fresh 16 Ibs. Melon, Honeydew Crate, 9s 1 crate 5-1 sugar 24 Ibs. 
Oranges 76s 1 box Blueberries 8 Ib. can, 5-1 sugar 16 Ibs. 
Good, rawberries a elon Ba 3 
Watermelon 35 Ib. av. 60 ibs. Orange Juice Con., 32 oz. can 6 cans 
Stew U. S. Good 5 ibs. 20 Peaches Sliced, 8 Ib. can, 
FRESH VEGETABLES 5-1 8 Ibs. 
Bacon, Canadian 5 Ibs. Carrots Topped, bag 50 Ibs. : : 
m, Fresh (B.R.T. e e oz. 
Ham (Pullman) Ready-to-eat 35 Ibs. Corn on the cob 1% doz. FROZEN VEGETABLES 
Sausage (Bulk) Lean 20 Ibs. 80 | Cucumbers 1 doz. Asparagus Spears, 2% Ib. p 25 ibs. 150 
Eggplant 2 only Beans, Green Julienne, 2% Ib. pk; 10 Ibs. 60 
Breast (B.R.T.) U. S. Good 20 Ibs. 60 wu ead, crate ox . 
Onions, Dry Yellow, bag 50 Ibs. Beans, Wax cute 2% Ib. 2% Ibs. 15 
Suey tbs. 20 | Onions, Green Bunch doz. Broccoli Stems and 
— Bunch 1 doz Brussels Sprouts 244 ibs. 30 
arsley u Brussels Spro 
Perch (Ocean) Fillets, 4 oz. each 10 Ibs. 40 | Peppers, Green 4 onl Cauliflower Buds as b. 17% ibs. 105 
Spina 
POULTRY 1 doz. Winter 15 ibs. 60 
Chicken Breasts 4 0z each 5 Ibs. 20 | Spinach Processed, Succotash 2% Ib. pkg. 2% ibs. 15 
Fowl (Eviscerated) Grade A, 5 Ib. av. 135 Ibs. 10-12 oz. bag 1 doz. Vegetables, Mixed 2% Ib. pkg. 10 ibs. 60 
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makers of more 
than 60 types of dispensers! 


In restaurants, hotels, hospitals and other food serving 
installations, you'll find Bloomfield dispensers serving the public well. 


And, Bloomfield dispensers serve operators well, too! 


Because Bloomfield is always conscious of the need 

for performance economy, each of the many kinds of dispensers shown 
here is engineered to withstand the rigors of daily use. They easily 
absorb the constant shaking, pounding, tapping and general 
“roughing up” that only the public can give. They are also engineered 
for easy cleaning, refilling and maintenance—so that 

“use” costs are held to an absolute minimum. 


Most important, Bloomfield dispensers make service 
fast, easy and convenient for diners. For complete details 
and specifications, write for your copy of 
the Bloomfield catalog today — 
or ask your dealer. 


Visit our Booth A-19 
National Restaurant Show 
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2nd WEEK MIDWEST SUMMER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Mrs. Barbara Avery Randall, director of dietetics, 
Jennings Memorial Hospital, Detroit 


breakfast 


Orange Juice (S) 
or Fresh Plums (F) 
Rolled Wheat 


Cream of Sou 
Swedish Meat Balls (FS) 
or Potato + and Hot Spiced Applesauce—Sausage 


night 
Iced Juice 


Baked Ham with Raisin Sauce or Chicken-Noodle Casserole (FS) 
Candied Sweet Potato (FS) 


or Ready-to Buttered Rice (FS Buttered Beets (FS) or Buttered Spinach 
Wheat Flake Cereal; Buttered Green Beans and Mushrooms (FS) or Cream Style Corn Carrot and Raisin Salad or Canned Fruit Salad with Cream Dressing 
ed Sliced Tomato and Cucumber—French Dressing or Stuffed Prune Salad Blueberry Pie (F) or Baked Custard (S) 
Sweet Roll Cinnamon-Nut Bars with Topping (F) or Chocolate ice Cream (S) 
Grapefruit Sections Cream of Chicken Soup iced Pear Nectar 
or Prune Juice Broiled Hamburger on Bun (FS)—Mustard, Catsup (F) Deviled Veal Shoulder coop (F) 
Farina or Fresh Fruit Bowl a ge Cheese—Cream Dressing or Saimon Loaf and ny Ni Sauce (S) 


or Ready-to-Eat 
Rice Cereal! 


French Fried Potatoes (F) 

Creamed Asparagus (FS) or Whole Kernel Corn 

Cole Slaw or Jellied Bin ng Cherry-Nut Salad—Mayonnaise (F) 
Orange Bread Pudding (FS) or Green Gage Plums in Syrup 


Buttered Whipped Potatoes (FS 

Stewed Tomatoes (FS) or Broccoli Hollandaise 

Peach Basket Salad or Tossed Greens—Oil and Vinegar Dressi 
Gingerbread and Topping or Whole Peeled Apricots in Syrup (FS) 


Stewed Prunes Beef-Noodle Sou Iced Pineapple Juice 

er Tomato Juice Broiler Half of Chicken—Cranberres (FS) Stew er Scotch Lamb Chop—Fresh Mint Sauce (FS) 
Oatmeal or Creamed Chipped Beef on Toast Buttered Parsieyed Noodles (FS 

or Shredded Wheat Twice-Baked Potato (FS) Braised Celery or Creamed “1 sd Spinach (FS) 

eal French Fried Eggplant er Buttered Mashed Squash (FS) Fresh Fruit Salad—Celery Seed Dressing 

Soft Cooked Marinated Cooked Vegetable Salad or Banana-Nut Salad (F) or Cucumber and Sweet Onion Slices in Vinegar 
Blueberry Muffins Grapenut Custard (S) or Watermelon (F) Chocolate Malt Cake (F) or Applesauce and Shortbread Cookies (S) 
apy to Juice (S) Potato Chowder iced Apricot Juice 

or Fresh Plums (F) Stuffed Ham Rolls with Mushroom Sauce (F) Salisbury Steak (S) or Tomato Stuffed with Chicken Salad—Relishes (F) 
Whole-wheat Cerea! or Grilled Cheese Sandwich (S) Buttered Whipped Potatoes (S) 


or High Protein 
Cerea! 


Potatoes (F) 
Harvard Beets (FS) or Buttered Brussels Sprouts 


Buttered Diced Carrots (FS) or Buttered Ford Hook Limas 
Melon Ball Salad or Bib Lettuce—French Dressing 


friday | thursday |wednesday| tuesday | monday 


Link Sausage Grape-Waldorf Salad or Chef's Salad—Oil and a Blueberry Pudding—Lemon Sauce (F) 
Sweet Roll Butterscotch Squares with Topping (F) or Stewed hubarb (: (st or Vanilla Pudding and Jelly (S) 
Stewed Apricots Boston Clam Chowder iced Grape Juice 
or Pineapple Juice Shrimp and Macaroni Salad Bowl—Relishes—Sliced Hard Cooked Egg (F) Broiled Salmon Steak—Lemon Butter (FS) or Cube Steak 
Farina or Lamb Loaf—Mint Sauce (S) Creamed Potatoes (FS) 


or Ready-to-Eat 
Malt Flake Cereal! 
French Toast—Syrup 


Parsleyed Potatoes (S 
Buttered Peas (FS) or Wilted Lettuce 
Pear and Grated Cheese Salad—Mayonnaise 
or Ripe Tomato Slices—French Dressin 
Spice Cake (FS) or Red Raspberries and Cream 


Corn O'Brien or Buttered Asparagus (FS) 

—_ e Slaw in Sour Cream—Slivered Almonds 
liced Orange and Coconut Salad 

Stewed Michigan Cherries (F) or Lemon Sherbet (S) 


Orange Juice 

or Stewed Rhubarb 
Malt Cerea! 

or Bran Flake Cereal 
Crisp Bacon 


Ministrone 
Chicken Chow Mein on Crisp Noodles ( 
or Scrambled Eggs and Mushrooms (S) 
Buttered Baked Potato (S) 
Buttered Green Beans (FS) or Scalloped Eggplant 
Apple, Date and Celery Salad or Head Lettuce—French Dressing 
Sugar Cookies (S) or Honeydew Melon—Lemon Wedge (F) 


iced Blended Juice 

Breaded Pork Chop—Applesauce (F) or Broiled Sweetbreads (S) 
Au Gratin Potatoes (FS 

Broiled Tomatoes (F) or Buttered Sliced Beets (S) 
Carrot and Pineapple Salad or Fresh Fruit Sa 
Graham Cracker Cake (FS) or Vanilla ice Cream 


y Seed Dressing 


sunday | saturday 


Grapefruit Juice 
or Sliced Banana 
Rolled Wheat Cereal 


Split Pea Soup 
Deviled Eggs on Toast with Cheese Sauce (S) or Braised Short Ribs (F) 
Parsleyed Buttered Noodles (FS) 


Pineapple Juice 


Roast Sotas-ibecbentes (S) or Knockwurst and Sauerkraut (F) 
Whipped Potatoes (FS 


or Cornflakes French Fried Zucchini or Minted Carrots (FS) Buttered Wax Beans (FS) or Broccoli and Lemon Butter 
Grilled Ham Marinated Kidney Bean Salad or Melon Ball Salad Tomato Wedge and Cottage wooo Salad—French Dressing 
Hot Coffeecake Orange Sherbet (FS) or Chocolate Cupcake or Conned Fruit Salad—Cream Dressin 
Raspberry Sundae (F) or Apricot Whip (S 
(F)—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
BEEF PREPARED MEATS Potatoes, Sweet Hamper 50 Ibs. 
o—= | Chipped Beef, Dried U.S. Good 3 Ibs. Knockwurst 15 Ibs. Potatoes, White Bag No. 1 400 Ibs. 
3 Ground Beef U. S. Good, 5 Ib. pkg. 45 Ibs. Radishes Bunch 3 doz. 
Short Ribs U. S. Choice 50 Ibs. 100 FRESH FRUITS Romaine Head Y doz. 
© | Steaks, Cubed U. S. Choice, Apples Jonathan, 113s 1 box Squash, Zucchini 5 Ibs. 
“ 4 oz. each 5 Ibs. 20 | Bananas Ripe 40 Ibs. Tomatoes Repacked (5x6) 2 lugs (60 Ibs.) 
Stew U. S. Good 5 ibs. 20 | Cherries Quarts 6 qts. Watercress Bunch doz. 
——_ | Sweetbreads Fresh 5 ibs. 20 | Grapefruit Seedless, 70s 1 box 
Grapes Emperor 5 Ibs. FROZEN FRUITS 
LAMB Grapes Seediess, 28 ib. box 1 box Blueberries 8 ib. can, 5-l sugar 32 Ibs. 
Chops, Loin U. S. Choice, Lemons 3 doz. Grapefruit Sections Fresh, chilled, gallon 1 gal. 
6 oz. each 23 Ibs. 60 | Melon, Honeydew Crate, 9s 2 crates | Melon Balls 8 Ib. can 24 Ibs. 
Ground, Shoulder —-U. S. Good 5S ibs. 20 | Oranges 176s 1 box Orange Juice Con., 32 oz. can 6 cans 
Plums, Red Basket (4 x 5) 3 baskets | Raspberries, Red 8 Ib. can, 5-1 sugar 8 Ibs. 
PORK Raspberries, Red Quart 3 qts. Rhubarb 8 Ib. can, 5-1 sugar Ibs. 
= | Bacon (Sliced) 24-26-1 Ib. 12 Ibs. eentienton Quarts 3 ats. 
: Chops, Loin Grade A, 4 oz. each 15 ibs. 60 Watermelon 30-35 tb. av 100 Ibs. FROZEN VEGETABLES 
Ham (Pullman) Ready -to-eat 27 Ibs. Asparagus Cuts, 2% Ib. pkg. 15 ibs. 90 
= Sausage Links 12-1 Ib. 10 Ibs. PRESH VEGETABLES Asparagus Spears, 24% Ib. pkg. 10 Ibs. 60 
$ Cabbage Bag 50 Ibs. Beans, Green Cuts, 2% Ib. pkg. 30 Ibs. 180 
VEAL Beans, Ford Hook, Small, gr 
E | Chops, Shoulder U.S. Good, 5 oz. each 19 Ibs. 60 | pkg. 2% Ibs. 15 
Celery White 1% doz Beans, Wax Cuts, 2% Ib. pkg. 10 ibs. 60 
FISH Broccoli Stems and buds 
Salmon Red, steaks, . 2% Ib. pkg. 5 ibs. 30 
5 oz. each 19 Ibs. 60 | Eggplant 3 only Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
Z Endive Curly Y% doz. Peas 2% Ib. pkg. 15 ibs. 90 
™N POULTRY Lettuce Head, 48s 1 crate Spinach Chopped, 
Fowl (Eviscerated) Grade A, 5 Ib. av. 200 ibs. Onions, Dry Yellow, bag 50 Ibs. 2% Ib. pkg. 12% ibs. 75 
Fryers (Eviscerated) Grade A, 2 Ib. av. 40 ibs. 80 | Onions, Green Bunch 1 doz. Squash, Winter 3 Ib. pkg. 24 Ibs. 96 
Turkeys (Eviscerated) Grade A 15 Ibs. Parsley Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 7% Ibs. 45 
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3rd WEEK MIDWEST SUMMER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Mrs. Barbara Avery Randall, director of dietetics, 


Jennings Memorial Hospital, Detroit 


breakfast 


Cantaloupe 
or Prune Juice 
Farina or Ready-to-Eat 


Chicken-Noodle Sou 
Stuffed Cabbage Rol @ or Tuna Loaf and Cream Pea Sauce (S) 


French Fried Potatoes 


night 
iced Grape Juice 


Swiss Steak and Mushrooms (FS) 
or Maurice Salad Bewl—Julienne Ham and Swiss Cheese 


ea 
or Puffed Wheat 
Cereal 
Link Sausage 
Doughnut 


Julienne Green Beans (FS) or Escalloped Eggplant 

— Salad—French Dressin 
ed and Marshmaliow Sa 

stowed Rha My Bread Pudding and Topping (FS) 


Rice Cereal Stewed Tomatoes or Buttered Spinach—Lemon (FS) Parsleyed Potatoes (FS) 
Scrambled Eggs Celery Hearts—Carrot Sticks Buttered Mashed Squash (FS) er Creamed Onions 
Toast or Peach and Cream Cheese Salad—Celery Seed Dressing Molded Cucumber Salad or Fresh Fruit Salad—Cream Dressing (F) 
Sand Bar Cookies or Green Gage Piums in Syrup (FS) Strawberry Pie (F) or Lemon Meringue Pudding (S) 
Tomato Juice French Onion Soup—Croutons iced Blended Juice 
or Stewed Apricots Chicken Croquettes with Mushroom Sauce or Broiled Liver—Catsup (FS) | Breaded Veal Cutlets (F) or Macaroni and Cheese (S) 
Oatmeal Twice-Baked Potato (FS) Hash Brown Potatoes ( 


Buttered or Cream Corn 
Spiced Crab Ape e—Celery Hearts—Relishes 

er Tossed Salad—Oil and Vi r Dressing 
Coronet Cake or Lime Sherbet (FS) 


Pineapple Juice 
or Grapefruit 


Newey ia Pepperpot Sou 

Roast Beef (FS) or Shrimp Foo Yung—Sweet and Sour Sauce 
Noodles (FS) 

Buttered Zucchini or Buttered Peas (FS) 

Marinated Green Bean Salad or Pineapple, Celery and Pecan Salad (F) 
Baked Caramel Custard (S) or Watermelon (F) 


iced Tomato Juice é 
Roast Loin of Pork with hooleneees (FS) or Creamed Chicken 
Oven Brown Potato and wey bs S) 
Braised Celery or Buttered Diced Carrots (FS) 
Spiced Bartlett Pear with Cream Cheese 

or Tossed Greens—Oi! and Vinegar 
Sour Cream Raisin Pie or Peeled Apricot Halves in Syrup (FS) 


Orange Juice 
or Blueberries 
and Cream 
Malt Cereal 
or Ready-to-Eat 
— Flake 


ea 
Crisp Bacon 


Chicken-Rice Soup 

Brisket Corned Beef (F) or Cream Cheese and Jelly Sandwich (S) 
Buttered Baked Potato (FS) 

Grilled Tomato Half (FS) or Seven Minute a? 

Carrot and Raisin Salad or Grapefruit and A lad—French Dressing 
Coffee Tapioca Pudding and Topping (S) or Fresh Fruit Cup (F) 


Iced A Juice 

Broi oin Lamb Jelly (FS) 
or Fresh Fruit Bow! and Cottage Cheese—Celery Seed Dressing 

Twice-Baked Potato (FS 

Harvard Beets (FS) or Buttered Fordhook Limas 

Melon Ball Salad or Head Lettuce—1000 Island Dressing 

Banana Cake (F) or Royal Ann Cherries in Syrup (S) 


Prune Juice 

er Cantaloupe 
Farina 

or Flake Cereal 


Muffin-Marmalade 


friday thursday | wednesday | tuesday 


Corn Chowder 
Salmon Croquettes with Mushroom Sauce or Tuna Salad Sandwich (FS) 
Shoestring 
and Lemon Creamed Spinach (FS) 
-Date- Banana Salad ed R 
tin Cubes— Topping (FS) or Juicy Whole Plums 


iced Grape Juice 
Broiled Lake Trout—Lemon Wedge (FS) 

or Ham Sandwich on Dark Rye Bread—Mustard, Dill Pickles 
Creamed Potatoes (FS) 
Tiny Buttered Onions or Buttered Green Beans (FS) 
Cole Slaw or Pineapple and Grated Cheese Salad—Mayonnaise 
Fresh Rhubarb Pie (F) er Chocolate Chip Ice Cream (S) 


Tomato Juice Navy Bean Soup AY; iced Orange Juice 
or Whole Banana Lamb Pot Pie or Sliced Chicken Sandwich—Mayonnaise (FS) Roast Sirloin of Beef (FS 
Rolled Wheat Cereal Oven-Browned Potato Pattie (FS) or Italian Spaghetti—Meat Sauce—Parmesan Cheese 
or Puffed Rice Cereal | Corn O’Brien or Buttered Sliced Beets (FS) Whipped Potatoes and Gravy (FS) 
Griddle Cakes—Syrup Cucumbers in Sour Cream or Fresh Fruit Salad—Cream Dressing (F) Buttered Mixed Vegetabies or Buttered Mashed Squash (FS) 
Strawberry Shortcake—Topping (F) er Apricot Whip (S) Stuffed Celery Salad or Waldorf Salad 
Pineapple-Nut Torte (F) 
. or Canned Peaches in Syrup and Shortbread Cookie (S) 
Grapefruit Juice Consom iced Pineapple Juice 
or Fresh Plums (F) Ham Steak—Candied Pineapple (F) or Cheese Souffle (S) Half Broiler Chicken —Cranberry Jelly (FS) 
Oatmeal Scalloped Potatoes (FS) or Beef Strogonoff on Rice 
or Ready-to-Eat Buttered Asparagus (FS) or Wilted Lettuce whipped Potatoes and Gravy (FS) 
Malt Flake Cereal Orange, Banana and Date Salad or Ripe Tomato Slices—French Dressing | Buttered ~~ Beans (FS) or Parsieyed Cauliflower 
5 Scrambled Eggs Butterscotch Sundae (FS) or Raspberries and Cream Assorted Relishes 
Raisin Toast or Peach and ake Cheese Salad—Celery Seed Dressing 
Vanilla Pudding and Topping (S) or Pineapple Wedge (F) 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meol. 


Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings tem, Specifications, Amounts & No. of Servings 
» BEEF FRESH FRUITS Potatoes, White Bag No. | 400 Ibs. 
Brisket, Corned U. S. Good 35 Ibs. 100 | Apples Jonathan, 113s 1 box Radishes Bunch 3 doz. 
Ground Beef U. S. Good, 5 Ib. pkg. 25 Ibs. Bananas Ripe 55 Ibs. Rhubarb Local, Pie 10 Ibs. 
© | Liver Steer, sliced 20 Ibs. 80 | Blueberries Quart 5 ats. Romaine Head 1 daz. 
“ | Roast, Sirloin (B.R.T.) U. S. Choice 20 ibs. 60 | Cantaloupe Crate, 45s 1 crate Squash, Zucchini 5 Ibs. 
7 Round (Bottom) U. S. Standard 27 Ibs. Grapefruit Seediess, 70s 1 box Tomatoes Repacked (5x6) 1 lug (30 ibs.) 
= | Sirloin U. S. Choice Sibs. 20 | Grapes Seediess, 28 Ib. box 1 box Watercress Bunch 1 doz. 
Steak, Swiss U. S. Good, 4 oz. each 15 60 FROZEN FRUITS 
LAMB Grapefruit Sections Fresh, chilled, gallon 2 gal. 
Pineapple, Fresh Box, 24s Y box 
Chops, Loin U. S. Choice, Melton Balls 8 Ib. can 8 Ibs. 
6 oz. each 20 Ibs. 60 | Plums, Red Basket (4 x 5) 3 baskets 
Orange Juice Con., 32 oz. can 6 cans 
Stew U. S. Good 10 Ibs. 40 | Raspberries,Red Quart 3 qts. ‘ 
Rhubarb 8 Ib. can, 5-1 sugar 8 Ibs. 
10 Me. Strawberries Sliced, 8 Ib. can 
5 PORK Strawberries Quarts 3 qts. 5-l sugar 40 Ibs. 
Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Watermelon 30-35 Ib. av. 100 Ibs. 
Ham (Pullman) Ready -to-eat 50 Ibs. FRESH VEGETABLES FROZEN VEGETABLES 
3 Loin (Boneless) Grade A, 10-12 Ibs. 20 Ibs. 60 | Cabbage Bag 50 Ibs. Asparagus Spears, 2% ib. pkg. 25 Ibs. 150 
Sausage Links 12-1 Ib. 10 Ibs. Seete Topped, bag 50 Ibs. Beans, Green Cuts, 2% ib. pkg. 15 ibs. 90 
Beans, Green Julienne, 2% Ib. pkg. 15 ibs. 90 
White 2 doz ns, Ford Hoo mall, green, 
Cutlets U.S. Good, 4 oz. each 15 tbs. 60 | 2% Ib. pkg. 2% Ibs. 15 
Cucumbers 1% doz. Beans, Wax Cuts, 2% Ib. pkg. 10 Ibs. 60 
FISH Eggplant 2 only Broccoli Stems and buds 
Shrimp 26-28 Ib. 8 Ibs. Endive Curly 1 doz. 2% Ib. pkg. 2% Ibs. 15 
Trout 4 oz. each 15 ibs. 60 | Lettuce Head, 48s 1 crate Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
= Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 15 Ibs. 90 
POULTRY Onions, Green Bunch 1 doz. Spinach Chopped, 2% Ib. pkg. 30 ibs. 180 
Fowl (Eviscerated) Grade A, 5 Ib. av. 135 Ibs. Onions, White Boilers 6 Ibs. Squash, Winter 3 Ib. pkg. 30 Ibs. 120 
Fryers (Eviscerated) Grade A, 2 Ib. av. 30 Ibs. Parsley Bunch 1 doz. Vegetables, Mixed 2% tb. pkg. 2% ibs. 15 
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Trends in health protection programs 


HEALTH PROTECTION; TRENDS IN PRO- 

_ GRAMS AND EXPENDITURES. Michael 
T. Wermel. Pasadena, California 
Institute of Technology, 1959. 52 
pp. 50 cents. (Benefits and Insur- 
ance Research Center Publication 
No. 10.) 


It is often difficult for the pro- 
viders of health services and those 
involved in the financing of hos- 
pital and medical care to place 
these services and the financing of 
them into the broad economic and 
social sphere of the country. It is 
infrequent, too, that a concise, 
easily understood piece of writing 
takes on this task successfully. 
This work has done these things. 

The book attempts to answer the 
following questions which may 


‘well determine the future of vol- 


untary health protection: 

1. How much are we as a na- 
tion likely to spend on per- 
sonal health services? 

2. Who will spend the money— 
private industry, the indi- 
vidual citizen or the govern- 
ment? 

3. How is the money most likely 
to be spent? 

As preface to his analysis of the 
questions posed, the author rein- 
forces the idea that health insur- 
ance is no longer viewed by or- 
ganized labor and a large segment 
of our population as merely 
another benefit program. It has 
come to be regarded as a necessity 
of life. 

During the past 10 years, the 
author states, the Consumer Price 
Index shows that the costs of all 
items listed on the Index have in- 
creased 23.7 points. At the same 
time, the cost of medical care has 
increased 45 points. Technical ad- 


-vancement in the field of health, 


expansion of facilities and a grow- 
ing aged population would indi- 
cate that this increase will con- 
tinue. Of importance, however, are 
the gains in productivity, rising 
wages, and a shorter work-week. 
These factors equal greater leisure 
hours, and put greater demands on 


80 


hook neviews 


the nation’s disposable income. 


Into this economic trend, the costs 
and increased costs for health 
benefits must be placed. The au- 
thor states, “It is the public need 
and demand for health protection 
that will decide the priority of this 
area of benefits. If a relatively low 
priority is assigned to medical 
care, health expenditures will de- 
cline in proportion to other alloca- 
tions.” 

Although public expenditures 
accounted for less than one-fourth 
of the total health bill in 1957, 
there is strong evidence in the au- 
thor’s discussion of this point that 
there will be broader participation 
in health by the government at all 
levels in the future. 

Figures cited by the author show 
that the trend toward private in- 
dustry paying the entire cost of 
employee health benefits’ will 
probably accelerate. In California, 
at the end of 1957, 89 per cent of 
all workers covered by company 
negotiated plans had the entire 
cost paid by their employer. 

The Forand Bill, the reinsurance 
proposal, active programs such as 
“Medicare” and numerous state 
programs all would indicate that 
there is a growing concern on the 
part of government that definite 
areas of the population need tax- 
supported programs to provide 
health benefits. 

What will health benefit pro- 
grams of the future encompass? 
The author outlines both a hori- 
zontal advance—an expansion of 
availability of benefits—as well as 
a vertical advance—an increased 
benefits pattern. 

In the author’s opinion, the trend 
toward the _ standardization of 
medical fees is of major signifi- 
cance to the future of voluntary 
health protection. The “Relative 
Value Schedule” is a major ad- 
vance in this direction. This sys- 
tem relates the work of various 
medical procedures to each other 
by means of “unit values”. 


also: 
Volunteer program manuals 


Throughout the work there is a 
sensitivity to the costs that future 
health protection patterns may 
evolve. In the next decade there 
probably will be numerous theses 
written on the future of health in- 
surance. In this reviewer’s opinion, 
the Wermel work will survive its 
competition.—LEE F. BLOCK, man- 
ager, Public Service Division, Blue 
Cross Commission. 


Volunteer program manuals 


THE VOLUNTEER IN THE HOsPITAL. Chi- 
cago, American Hospital Associa- 
tion, 1959. 97 pp. $2.35. 


THE TEEN-AGE VOLUNTEER IN THE 
HoOsPITAL. Chicago, American Hos- 
pital Association, 1959. 9 pp. 65 
cents. 


The Volunteer in the Hospital 
can be used as an immediate refer- 
ence for answers to daily questions 
arising about volunteer organiza- 
tion, management and hospital re- 
lationships, especially involving 
the “inservice” volunteers. 

It is a most comprehensive guide, 
with a splendid index of contents, 
for all hospital administrators and 
directors of volunteers. There are 
15 very helpful suggested sample 
forms for such records as registra- 
tion cards, job request forms, sign- 
in records, processing check list, 
etc. 

This excellent booklet should be 
most beneficial eliminating 
much of the confusion created in 
recent years by the enormous and 
rapid growth of the volunteer 
movement in our hospitals. 

The Teen-Age Volunteer in the 
Hospital should be a boost to the 
organization and promotion of the 
hospital’s community educational 
program through “teen-agers.” It 
discusses recruitment, age con- 
sideration, organization, general 
standards, and the all important 
“guide to assignments” for these 
potential auxiliary members or 
hospital volunteers.—W. S. Mur- 
PHY, administrator, Good Samari- 
tan Hospital, Lexington, Ky. 
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equipment and sufjply review 


New product descriptions in- 
cluded in this section are con- 
densed from.reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


Hot food unit (7E-1) 

Manufacturer's description: The hot food 
unit is constructed with a stainless 
steel compartment; stainless steel, 
piano-hinged drop doors on each 
side, and a removable electric heat- 
ing element. The unit has a capac- 
ity of 54 ten-inch plates and cov- 
ers. Over-all length is 36 in., width 


is 25% in. and height is 42 in. 
Available with chromium-plated 
frame, drop push-pull handles, 
strip bumpers and rotary ball bear- 
ing bumpers on non-marking rub- 
ber casters. W. H. Fricke, Inc., 
Dept. H6, 704 Citizens Bldg., Cleve- 
land 14. 


Oxygen unit (7E-2) 
Manufacturer's description: Oxygen unit 


produces a continuous supply of 


| 
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oxygen from the atmosphere, elim- 
inating heavy steel cylinders. The 
unit draws air from the atmos- 
phere, filters out contaminants, ex- 
tracts oxygen and furnishes this 
gas at approximately five pounds 
per sq. in. pressure in less than a 
minute after connecting it to any 
ordinary 110 volt outlet. The de- 
vice is only two ft. sq. and weighs 
150 lbs. Aerojet-General Corp., 
The General Tire & Rubber Co., 
Dept. H7, Azusa, California. 


Blood pressure inflation system 
(7E-3) 

Manufacturer's description: The blood 
pressure inflation system was de- 
veloped to reduce operating room 
hazards. Every component of this 
blood pressure accessory is con- 
ductive, was fully tested and is 
approved for safe use in anesthe- 
tizing areas. The cuff is made of 
finely woven fabric coated on both 
surfaces with a conductive plastic 
material, utilizing a new type 
closure. Bulb, bag and tubing are 
all seamless, dipped conductive la- 


tex, including an extra four ft. of 
tubing and a control valve. It can 
be used with any blood pressure 
instrument. W. A. Baum Co., Dept. 
H7, Copiague, L.I., N.Y. 


Titanium kettle (7E-4) 

Manufacturer's description: The titanium 
kettle has a 250-gallon capacity. 
Where certain corrosive materials 
cause pits to develop, which per- 
forate stainless steels in a short 
time, it is claimed that the titani- 
um kettle emerges corrosion-free 
under various corrosive conditions. 
It is also said that in all tests the 
titanium kettle was unaffected by 
any of the foods prepared. B. H. 


Chicago 11, Illinois. 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Hot food unit (7E-1) 
Oxygen unit (7E-2) 


Titanium kettle (7E-4) 


kit (7E-6) 
Instant sweetening (7E-7) 


___Needle chart (7EL-1) 
systems (7EL-2) 
Washroom units (7EL-3) 
Surgery lighting (7EL-4) 
___—Plumbing (7EL-5) 


ADDRESS 


Bleed pressure inflation system (7E-3) 


Coin-counting package device (7E-5) 


PRODUCT NEWS 


Rubb ted ceramic tile (7E-8) 
Blood measurer (7E-9) 

Dishwasher (7E-10) 

Roll moulder (7E-11) 

Restraint (7E-12) 

chair (7E-13) 


PRODUCT LITERATURE 


____Surface active agents (7EL-6) 
__.....Coler coating (7EL-7) 

glassware (7EL-8) 
plate machine (7EL-9) 


(Please type or print in pencil) 
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Coin-counting package device 
(7E-5) 

Manufacturer's description: The coin- 
counting package device was de- 
signed for use with flat tubular 
coin wrappers. Each funnel-top 


, tube comes in its own standard 
4 bank color and is precision molded 
a of unbreakable, abrasion-resistant, 
= polyethylene. To use, just hold the 


tube and feed coins in a steady 


stream. When full, tip tube for- r 
ward so that excess coins spill out © wrapper by inverting the tube. 


through slot, then slip the flat tub- | Bach tube is color-keyed for pen- 
Hubbert & Sons, Dept. H7, 1311 S. ular coin wrapper over the stacked nies, nickels, dimes and quarters. 


Ponca St., Baltimore. coins and transfer coins from tube Block and Co., Inc., Dept. H7, 350 
W. Ontario St., Chicago 10. 


Dri-He at centralized feeding | mentees senieten: The indexing 


kit provides an easy method of fin- " 


4 


i . . ger-tip accessibility of records on 

7 3 delivers hot food to patients microfilm. The kit provides for 

“fl cuts your costs easy arrangement of the files to be . 
‘S speeds your service filmed, together with the reference 

72 targets to properly organize the 

: “Too many cooks can spoil the broth”... material on film. Included in the 

7 and your cost control picture as well. kit are flash cards, targets, camera 

7 With Dri-Heat centralized feeding you no 


m longer need “too many cooks.” Instead you 
= keep costs down to a minimum by eliminat- 
ing duplicate efforts in several kitchens—and 
you end food waste. Best of all, you can 
increase menu variety and improve the 
“patient appeal” of all the food you serve. 

Dri-Heat makes all this possible with a 
fully integrated system. Food is assembled 
on Dri-Heat assembly tables . . . in Dri-Heat 
hot plates (using Dri-Heat Pellets, Pellet 
cover hes special Ovens and Oven Stands) ... then it is car- 
ried to the patient in piping-hot, deliciously 


fresh condition in Dri-Heat Traycarts. And 

an = remember, the heat source stays with the : 

<4 se food after it has been delivered to the patient operator’s certificates and many 
om “ee of so that food stays hot until consumed. No other valuable forms for locating 
DricHeat Hot Plate accommodates “cold food microfilmed items. Recordak Corp., 
a any name china or plastic dish Ae ou can use all or part o t e money- Dept. H7, 415 Madison Ave., New 
a a saving Dri-Heat system depending on your York 17 

ae 2s & a present equipment. Get full details today. ork 17. 

‘ag alloy -peliet 

a chilling food Heart of the Dri-Heat system .. . Instant sweetening (7E-7) 

the finest hot-plate made! Manufacturer's description: The instant 
Quality is immediately apparent in all Dri- for use with aced 
a Heat products—and especially in this mag- lemonade, iced coffee and similar 
<3 nificent hot-plate. Scientifically engineered summer drinks. The single-service 
4 to provide air circulation around all sides of 

a the heated pellet, it keeps food hotter. The 

ects di hands Double all 1 

Paty heavily insulated, double-wall bottom shell 

stays cool to the touch. No soldered joints to 

“2 come apart or break loose! 

= 

@ PELLET OVEN STAND | TRAY CART 

SS. DRI-HEAT FOOD SYSTEM, INC. 

3 510 North Dearborn Street 

4 Chicago, Illinois 


» 
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units provide sugar in liquid form, 
eliminating excessive stirring, con- 
siderable product waste and hard- 
to-clean residue in the bottoms of 
glasses. The plastic-and-paper lam- 
inated package, similar in design 
to granulated sugar packages, keeps 
moisture transmission to a mini- 
mum, providing shelf life sufficient 
for season-to-season storage. Leed- 
pack, Inc., Dept. H6, 294 Fifth Ave., 
New York 1. 


Rubber-mounted ceramic tile 


(7E-8) 
Manufacturer's description: The one sq. 


in. ceramic floor tile units are firm- 
ly fused into a rubber grid. Both 


the ceramic surface and the rubber 
grout joints are highly resistant to 
alkalis, greases and oils, and typi- 
cal cleaning materials. Since the 
individual tiles are slightly higher 
in the nine-inch unit than the 
grout joints, they are highly slip- 
resistant. The ceramic mosaic units 
do not wear or fade, and keep their 
new look indefinitely with mini- 
mum maintenance. United States 
Ceramic Tile Co., Dept. H7, 217-4th 
St., N.E., Canton 2, Ohio. 


Blood measurer (7E-9) 
Manufacturer's description: In one min- 


ute, ten times faster than methods 
now being employed, pH, pCO. and 


pO, measurements in blood can be 
made with this transistorized me- 
ter. The meter, a chopper-stabi- 
lized, transistorized, D.C. amplifier, 
with accompanying bath, has been 
designed to complement the pCO, 
and pO, electrodes. An efficiently 
designed, four-position switch en- 
ables fast selection of desired elec- 
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trodes. The same switch permits 
the mercury batteries to be cali- 
brated against standard cell, thus 
allowing for a check and correc- 
tion, at any time, for the zero drift 
of the unit. This procedure may be 
accomplished without changing the 
balance already attained by a 
standard buffer. Instrumentation 
Laboratory, Research Div., Dept. 
H7, 121 Jersey St., Boston. 


Dishwasher (7E-10) 

Manufacturer's description: The dish- 
washer has a washing action with 
improved spray design, adjustable 


= 
t h 


Ident-A-Band In identification, it’s important to be right — 


right from the beginning. You can be sure 

a patient is correctly identified when you apply Ident-A-Band in the 
Admitting Office . . . before he goes to his room, before specimens are 
taken, before lab tests are made . . . before an error has a chance to slip in. 
Ident-A-Banding takes only seconds of the Admitting Officer's time. 

You may choose the quick-sealing Original Seal Ident-A-Band (shown) or 
the new Clip-Seal Ident-A-Band which locks instantly with finger pressure. 

If you want to be positive you must be sure the identification cannot 

be altered, washed away or transferred to another patient. Only 
Ident-A-Band gives you this assurance — the assurance of being right. 


HoLlLister? 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
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=a _ washing arms and increased pres- minute, in weights up to 2 2/3 ozs. 

e sure. The lift-drain eliminates the Henry Laber & Associates, Dept. 

= line type drain valve. The large, H7, E. Houston and Pitt Sts., New 

+o deep tank reduces sudsing and York 2. 

maintains pressure and volume. 

ie The washer also has a device for Restraint (7E-12) 

~ controlling splash-over of wash Manufacturer's description: A conductive, 

tn thnk where it oc- nylon restraint, suitable for use in 

te curs at rack level. Vulcan-Hart ‘Surgery, with metallic strands in- 

ba Corp., Dept. H6, Box 696, Louis- ‘erwoven to provide a positive 

- al conductive path for static dissipa- 

rs. : tion. All-aluminum and stainless- 

ee Roll moulder (7E-11) steel buckles prevent failure 

Manufacturer's description: The roll 

a moulder, mounted on a plywood 

“a table with tubular steel legs, is op- 

a erated by a foot-treadle. The foot ae 

a treadle leaves both hands free to tractive wheel chair that is speci- 
a feed the pieces of dough to the fically designed for use as a patient 
a dough-ball cup and to remove the admittance chair frees other wheel 
chairs for ward service. Patient’s 
<a through rusting or corrosion, The /¥88age is placed on the rack, out 


of the way of both patient and at- 
tendant. The chair easily goes 
through all doorways, folds to eight 
inches and takes little storage 
space when not in use. The folding, 


restraint is available in one-piece 
(six-foot length) or two-piece 
(five-foot length exclusive of fas- 
tening loops) styles for all stretch- 


er or operating-table uses. Duzxe 
Products, Dept. H7, 205-215 Keith  ®djustable height footrests and 
a moulded Kaiser roll. The roll au- Bigg. Cincinnati 2. safety brakes permit safer entry 
Cia tomatically trips from the cup as . and exit for the patient. Plastic 
3 the plunger is released. Capacity: Wheel chair (7E-13) reinforced slip-in upholstery pro- 
‘a 36 uniform and perfect rolls per § Manvfacturer’s description: A sturdy, at- _—- vides a firm, even support. Ameri- 
a 
BOOK OF APPRECIATION 
Ars 
49 VISIBLE, INSPIRING, ARTISTIC 
AND ENDURING 
A 
NOW 
FOR THE GUIDE 
2 sizes 
and 
4 designs ¥ 
SOLID BRONZE COVERS == 
AND ETCHED COPPER PAGES : ie 7 a handy purchasing reference 
Also Available in Aluminum Covers to your special design; pages of the major manufacturers 
with raised letters holding up to 3250 names. Add-A-Name fea- and suppliers to the 
“Sm ture for more names. hospital field 
a Two sizes: 25” x 32”; 15” x 18”; in 4 designs : 
WRITE FOR CATALOGS tet | 
Ae Bronze, aluminum, stainless steel plaques, railings, signs, en- issue of 
ay. trances, curtain walls and other items. 
a Since 1882 HOSPITALS, 
“= Journal of the 
NEWMAN BROTHERS, INC. 
oa 697 W. 4th St., Cincinnati 3, Ohio 
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can Supply Corp., Dept. H7, 2020 
Ridge Ave., Evanston, Ill. 


SEE COUPON PAGE 81 


Needle chart (7EL-1)—A wall chart 
which is of help to nurses and doc- 
tors in the handling of surgical 
needles. The Torrington Co. Needle 
Div., Dept. HL7, 59 Field St., Tor- 
rington, Conn. 


Paging systems (7EL-2)—A bro- 
chure, illustrating a line of hos- 
pital communication and paging 
systems, describes how the equip- 
ment can be integrated into a cen- 
tral source master system or can 
be installed separately in combina- 
tion with any part of an existing 
system. Dictograph Products Inc., 
Dept. HL7, Jamaica, N.Y. 


Washroom units (7EL-3)—A com- 


plete line of washroom units are 
described and illustrated in a full- 
color catalogue. It also contains 
complete information on wash- 
room dispensers and receptacles. 
Crown Zellerbach Corp., Dept. 
HL7 One Bush St., San Francisco 
19. 


Surgery lighting (7EL-4)—A bulle- 
tin describing the features of a 
twin light for use in major sur- 
gery, which features two separate 
light sources to provide the depth of 
illumination needed for work at 
adjacent anatomical sites in a sin- 
gle cavity or at proximate separate 
incisions being operated simulta- 
neously. Write for catalogue No. 
80. Wilmot Castle Co., Dept. HL7, 
1941 E. Henrietta Rd., Rochester, 
N.Y. 


Plumbing (7EL-5)—A manual, de- 
scribing plumbing for precast con- 
crete decks, explains in detail how 
openings can be designed into a 
deck and framed during construc- 
tion, or hand-cut or drilled after 
the deck is in place. The Flexicore 
Co., Inc., Dept. HL7, 1932 E. Monu- 
ment Ave., Dayton 1. 


Surface active agents (7EL-6)—Sur- 
face active agents are described by 
trade name, active ingredient, per- 
cent activity, physical state, gen- 
eral use, specific applications and 
properties in a 24-page catalogue. 
Onyx Oil & Chemical Co., Dept. 
HL7, 190 Warren St., Jersey City, 
N.J. 


Color coating (7EL-7)—A color 
coating, which protects and im- 
proves the appearance of asphalt 
pavements outside and floors in- 
side the hospital, is discussed in a 
detailed bulletin. Write for bulle- 
tin L-1828A. Maintenance, Inc., 
Dept. HL7, Wooster, Ohio. 


Laboratory glassware (7EL-8)—A 
booklet describing, illustrating and 
pricing laboratory glassware fab- 
ricated from 96 per cent silica glass. 
Burrell Corp. Dept. HL7, 2223 
Fifth Ave., Pittsburgh 19. 


Name plate machine (7EL-9)—A 
machine which engraves signs and 
name plates of many types is de- 
scribed in an illustrated booklet. 
Engraving Machine Corp., Dept. 
HL7, 154 W. 14th St., New York 
11. 


MODEL 
No. 100 


Halnert-Weauer 


NECROPSY TABLES 


HALPERT-WEAVER NECROPSY TABLES were designed 


by a pathologist for use by pathologists. They are 
essentially trays with three-inch ledges and sloping 
bottoms with one and one-half inch pitch. The body 
rests on six removable stainiess steel siats of graded 
height which permit water to flow under the body. 
The seamless stainless steel construction simplifies clean- 
ing and maintenance. The rounded pedestal on models 
100, 200, 300 and 400 contains electric and water 
connections and simplifies installation. Electrical ovt- 
lets ore moisture protected. 

Concealed piping provides water to the rinsing header 
and spray nozzle. The rinse and suction hoses extend 
the full length of the table. Hot and cold water ovt- 
lets with mixer provide water for the sink at the foot 
of the table. The sink has a lever handle drain with 
connected overfiow. A stainless steel instrument-dissect- 
ing table with neoprene cork top is supplied. 

All tables available with hydraulic lift that raises and 
lowers table to desired working height. 

Write for further information on the other five models 
available. 


Judustrial Metal Giatures 


HOUSTON, TEXAS 


9997 HEMPSTEAD RD. 
Phone OV 


mation. 


MOVE Patients 


FASTER SAFER 


with Davis Patient Rol/er 


Now! Move patients with minimum strain with the 
Davis Patient Roller! A Gilbert Hyde Chick product, 
the Roller is a must. in hospital rooms and X-ray. 
Even the heaviest patient can be moved safely, 
quickly, effortlessly. Lightweight. Superb aluminum 
and steel construction. Write today for more infor- 


Patient moves as the Roller moves 


ry 
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ERT HYDE CHICK... 


MAIN OFFICE AND PLANT + 821 - 75th AVE + OAKLAND 21 
GENERAL SALES OFFICE + 5 BROADWAY EAST PATERSON 
1 tributor pital naed Fractur [ 


| 
GUAGE 
STAINLESS 
STEEL 
PROFESSIONAL 
y DESIGN 
FIVE 
MODELS 
BUT patient moves farther than Roller 
«3705 | 
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ACOUSTICAL MATERIALS 
IN HOSPITALS: 


engineering and maintenance 


selection, application and maintenance 


EK XCEPT FOR the isolated cases of 
acoustical correction required 
in large hospital lecture halls, 
meeting rooms and board rooms, 
noise reduction or the elimination 
of undesirable sound is the basic 
acoustical problem in hospital de- 
sign. The desirable degree of noise 
reduction varies, depending upon 
practical, psychological and eco- 
nomic considerations. At one ex- 
treme, we may strive to eliminate 
exterior sound almost completely; 
for example, in audio testing rooms 
and booths. At the other extreme, 
we may introduce familiar sounds 
into an otherwise alien setting to 
psychologically reassure the pa- 
tient; for example, by the installa- 
tion of music systems in the heavily 
shielded cobalt treatment rooms 
of some hospitals. 

The two chief avenues of attack 
in reducing noise are (1) confining 
the sound to a given area or room 
and (2) absorbing the sound within 
the area or room, thereby prevent- 
ing sound reverberation. The use 
of acoustical materials, as we com- 
monly refer to them, has to do 
with the second of these. 

Before discussing the use of 
acoustical materials, it should be 
emphasized that their use alone 
does not completely solve the 


problem. The elimination of sound 


Edward H. Matthei, AIA, is director of 
hospital planning and health facilities, 


Childs and Smith, a Chicago architectural 
and engineering firm. 


by EDWARD H. MATTHE! 


In this discussion of the use of 
acoustical materials in hospitals, the 
author points out what they will do 
to reduce noise and what they will 
not do. He also indicates .the major 
hospital areas requiring acoustical 
treatment and reviews the advantages 
and disadvantages of the more com- 
monly used tiles. 


transmission through walls, ceil- 
ings and floors depends upon a 
choice of materials or combination 
of materials, the density and as- 
sembly of which resist transfer of 
sound vibration. The absorptive 
acoustical materials are low in 
density and, therefore, in them- 
selves do not satisfy the require- 
ments for transmission elimination. 
For this reason, carrying up en- 
closing partitions to the underside 
of the floor or roof above, for 
rooms having suspended acoustical 
ceilings, is recommended. If this is 
not practical because of the distance 
of ceiling to overhead construction, 
or the presence of extensive duct- 
work and piping above, the acous- 
tical material should be applied to 
a more dense material, such as 
plaster. 

To complete the picture, the 
transmission of mechanical vibra- 
tion and noise through the build- 
ing structure should be mentioned. 
By isolating motors, pumps, etc., 
from their supports and connec- 
tions with resilient materials such 
as rubber, cork, springs and spe- 
cially designed flexible pipe and 


duct connections, such noise trans- 
mission can be eliminated. 


AREAS USUALLY CONSIDERED 


The decision to include acous- 

tical treatment in the design of an 
area depends upon the degree of 
noise generated, room function as 
it relates to occupancy and main- 
tenance and proximity to other 
areas requiring noise elimination. 
It is not uncommon today to find 
entire departments, such as ad- 
ministration, surgery, x-ray, lab- 
oratory, dietary and pharmacy, 
completely treated with acoustical 
ceilings. More specifically, corri- 
dors, nurses’ stations, utility rooms, 
floor pantries, conference rooms, 
treatment rooms, labor rooms and 
play areas are often included. Pa- 
tients’ rooms themselves are not 
included because of washing prob- 
lems and the specific nature of 
room use. Understandably, public 
areas and areas for traffic circula- 
tion should be included in any list 
of acoustically treated rooms. 
_ It must be understood that acous- 
tical materials and the systems for 
ceiling - suspension have proper- 
ties, advantages and disadvantages 
which will influence their use in 
any given case. 


MATERIALS AND CONSTRUCTION USES 


In selecting a material for acous- 
tical ceilings, there are a number 
of points to consider: (1) effi- 
ciency of noise reduction (noise 
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reduction coefficient); (2) nature 


of installation; (3) appearance; 
(4) fire resistance; (5) moisture 
resistance; (6) light reflection; (7) 
cost, and (8) maintenance. 

Strangely enough, the efficiency 
of noise reduction is usually not 
the most important factor in se- 
lecting acoustical materials for 
hospital construction. The least 
costly of the acoustical materials 
(wood or cane fiber tile) has one 
of the highest noise reduction co- 
efficients. Why then do we use 
other types of materials in hospital 
construction? Aside from the ap- 
rearance of the material, the two 
most important points are fire re- 
sistance and ease of maintenance. 
The use of other than Class A 
(noncombustible) materials for 
ceilings in hospitals is prohibited 
by many building codes, and rightly 
so. Low density wood fiber or cane 
fiber tiles do not carry the Class A 
rating, although Class C or D fin- 
ishes (slow burning) can be ob- 
tained. 

The mineral fiber tiles, lay-in 
units and boards comprise the 
largest group of the noncombust- 
ible materials available. They are 
low density units, the faces of 
which might be fissured, embossed, 
perforated, striated or textured. 
They are usually finished with two 
coats of a so-called washable paint. 

The second, and in many ways 
the superior, material for hospital 
use consists of perforated metal 
pan units backed by mineral wool 
sealed pads. The metal can be steel 
or aluminum with a highly desir- 
able baked-on enamel finish. The 
aluminum is particularly adapt- 
able for use in areas of high mois- 
ture content, such as_ kitchens, 
serving lines, central sterile sup- 
ply, etc. The cost of steel and alumi- 
num is approximately the same. 
For general use, the steel gives a 
more rigid unit and, therefore, has 
certain advantages. 

The third group of tile units 


utilizes fiber glass in the same way ° 


as was described for the mineral 
fiber tiles. One type, reflecting a 
manufacturer’s effort to provide a 
more easily cleanable surface, has 
a plastic sheet applied over the 
face of the unit. 

Perforated asbestos board facing 
units, installed with glass fiber 
backing, have some advantages 
similar to the metal pan units, 


APRIL |, 1960, VOL. 34 


but, generally speaking, do not 
have the same desirable appear- 
ance and finish. 

Cork tiles do not have the Class 
A fire rating and seldom find ap- 
plication in hospitals. 

Acoustical plaster applied over 
metal lath has an excellent fire rat- 
ing. The system of suspension and 
construction will also carry a fire 
rating required to protect other ma- 
terials in the construction assem- 
bly. The drawback lies in the area 
of maintenance. Marks, gouges, 
etc., are difficult to repair and the 
surface is difficult to clean. 


METHOD OF APPLICATION 


The acoustical materials dis- 
cussed above are either applied di- 
rectly to the underside of the floor 
or roof construction above, or they 
are suspended to conceal piping, 
ductwork and light fixtures. The 
direct application is relatively sim- 
ple and is accomplished by ce- 
menting, screwing or nailing. The 
suspended type utilizes the mate- 
rials mentioned above, including 
metal pan units, lay-in units and 
structural boards. Access to areas 
above ceilings is important in 
maintenance to service piping and 
valves and to adjust air flow in 
ductwork. The metal pan units 
snap into place and can be removed 
easily at any time. The lay-in units 
apply this same principle by sup- 
porting the tiles or boards on “T” 
shaped runners either exposed or 
concealed from view. 

The softer materials, fiber tiles 
and acoustical plaster, are often 
used in lieu of the hard-faced 
boards and pan units to achieve 
a softer effect. A warm, interesting, 
textured ceiling adds greatly to the 
beauty of the room. Bold patterns 
and designs in the tile will limit 
the decorating possibilities and 
should be avoided. Accents of this 
sort are best incorporated in less 
permanent elements. 

No ceiling is easily washed, even 
when the surface is impervious and 
smooth. Experience has shown that 
the fiber tiles coated with wash- 
able paint must be handled very 
carefully. A detergent solution 
may be used, removing all excess 
water from the sponge so as not to 
soak the tile. Changing water often 
helps. At best, washing of these 
materials is difficult. 

The use of a vacuum cleaner 


helps, but tests have shown that 
dirt trapped in the holes and fis- 
sures often is not removed. In 
the case of the metal pan units, 
experience has indicated that dust 
and dirt are pulled out by the 
vacuum equipment even above the 
metal face and between the pad or 
blanket. 

By far the most satisfactory ma- 
terial from the standpoint of wash- 
ability, cleanability and paintabil- 
ity are the metal pan units. They 
are also rigid enough to resist dam- 
age from scuffing and impact. 

Of the fiber tiles, the mechan- 
ically perforated materials are 
more easily washed and painted 
than the fissured units. Because of 
their low densities, all fiber tiles 
“breathe” and thus absorb soil. 
Repainting becomes necessary, but 
will not seriously affect the sound 
absorption so long as the perfora- 
tions in the face are not sealed. 
Oil or water base paints give the 
best results for washability. Many 
manufacturers recommend brush 
painting rather than spray paint- 
ing, which fills the perforations. 
The paint should be a flat or a low 
sheen type. 

During installation, there are 
certain points to watch so that 
maintenance problems will be re- 
duced. Care should be taken to 
reduce air movements from leaks 
in ductwork in the space above the 
ceiling. The low density of the tile 
permits soil transmission. Joints 
in plasterboard or back-up con- 
struction, where used, should be 
sealed to prevent marks from ap- 
pearing later on the tile below. 
Joints between ductwork and ceil- 
ing diffusers should be tightly 
sealed. The location and design of 
air diffusers should be checked to 
prevent direct discharge on ceiling 
material. 

Careful selection of the right 
material and quality, together with 
careful installation, will reduce 
maintenance problems. 

In conclusion, it should be point- 
ed out that washing and painting 
acoustical materials are much more 
difficult than washing and painting 
plastered ceilings. For this reason, 
areas requiring frequent washing 
and decontamination, such as pa- 
tient rooms and nurseries, have 
ceilings of more easily maintained 
materials at a sacrifice of sound 
deadening qualities. 


87 


| 


ay 


+ 


personnel changes 


@ Brother Felix Bettendorf, C.F.A., for- 
mer assistant superior and pur- 
chasing officer; Alexian Brothers 
Hospital, Chicago, has been trans- 
ferred to California. The Congre- 
gation of Alexian Brothers has re- 
ceived a grant of land near San 
Jose, and Brother Bettendorf will 
coordinate the work and deter- 
mine preliminary plans for con- 
struction of an Alexian Brothers 
hospital on the donated site. 


@ Mardian J. Blair has been appointed 
assistant ad- 
ministrator of 
Hinsdale 
Sanitarium and 
Hospital. He 
succeeds Ray- 
mond L. Pelton, 
who has been 
appointed ad- 
ministrator of 
White Memorial 
Hospital, Los 
Angeles. Mr. 
Blair has an M.A. degree from the 
University of Nebraska, Lincoln. 


MR. BLAIR 


@ Edward J. Connors, assistant pro- 
fessor of hospital administration, 
University of Michigan, has been 
appointed superintendent of hos- 
pitals at the University of Wis- 
consin. Mr. Connors received his 
master’s degree in hospital admin- 
istration at the University of Min- 
nesota. His former administrative 
position was with Rhode Island 
Hospital, Providence, R.I., as resi- 
dent and then as administrative 
assistant. 


@ Mose Ellis has been appointed ad- 
ministrator of Jackson Park Hos- 
pital, Chicago. He succeeds lL. W. 


Hilton, who has been administrator | 


of the hospital since 1936 and is 
now retiring from the post. Mr. 
Hilton will, however, remain with 


| the hospital in a part-time position 
as a consultant. 


Mr. Ellis is a graduate of the 
Northwestern University program 
in hospital administration, and was 
formerly affiliated with Mount 
Sinai Hospital, Chicago. 


@ W. I. Fender Jr., has been appointed 
administrator of Memorial Hospi- 


tal of Floyd County, New Albany, 
Ind. For the past eight years he 
had been administrator of Mary 
Black Memorial Hospital, Spartan- 
burg, S.C. Mr. Fender is a graduate 
of the Northwestern University 
program in hospital administration. 


@ Aladino A. Gavazzi has been pro- 
moted by the Veterans Adminis- 
tration to assistant manager at the 
VA Dwight (Ill.) Hospital from 
special assistant to the manager, 
Veterans Administration Research 
Hospital, Chicago. Mr. Gavazzi is 
a graduate of the Columbia Uni- 
versity program in hospital ad- 
ministration. 


@ Richard W. Gerard has been ap- 
pointed administrator of William 
S. Major Hospital, Shelbyville, Ind. 
He was formerly director of per- 
sonnel administration at Toledo 
(Ohio) Hospital. He holds a mas- 
ter’s degree in hospital administra- 
tion from Northwestern University. 


@ The Rev. Elmer L. Harvey has been 
appointed administrator of Bellin 
Memorial Hospital, Green Bay, 
Wis. He succeeds Warren Von 
Ehren, who resigned to become 
executive secretary of the Wiscon- 
sin State Hospital Association. The 
Rev. Mr. Harvey was formerly 
administrator of Morgan County 
Memorial Hospital, Martinsville, 
Ind. He is a graduate of the North- 
western University program in 
hospital administration. 


@ Edward T. Healy, controller, and 
James Holt Jr., plant superintendent, 
have been promoted to assistant 
administrators at Hospital Center 
at Orange, Orange, N.J. Edwin 
Schneider, manager of patient ac- 
counts and director of admissions 
for the past ten years, has been 
appointed to the newly created 
position of administrative assistant 
at the Orange hospital. 


@ Carroll D. Hill has been appointed 
administrator of Children’s Hos- 
pital, Baltimore, succeeding Thomas 
A. Larkin, who resigned to accept 
the position of director of Wil- 
mington (Del.) General Hospital. 
Mr. Hill formerly was director of 


Union Memorial Hospital, Balti- 
more. He has served as president 
of the Maryland-District of Co- 
lumbia-Delaware Hospital Associ- 
ation and has been a member of 
the board of directors of Maryland 
Hospital Service, Inc., (Blue Cross) 
and Maryland Medical Service, 
Inc., (Blue Shield). Mr. Hill is a 
graduate of the Columbia Univer- 
sity program in hospital adminis- 
tration. 


@ L. W. Hilton (see Mose Ellis item). 


@ Walter L. Huber has been appointed 
administrator of Tacoma (Wash.) 
General Hospital, succeeding A. L. 
Babbit, who retired late last year. 
For the last five years, Mr. Huber 
has served as assistant administra- 
tor at the hospital. He originally 
joined the Tacoma institution 10 
years ago. 


@ Thomas A. Larkin (see Carroll D. 
Hill item). 


@ Raymond L. Pelton (see Mardian J. 
Blair item). 


@ Edwin Schneider (see Edward T. 
Healy item). 


@ Joseph S$. Weltman, M.D., has been 
appointed manager of Veterans Ad- 
ministration Center, Togus, Maine. 
He was formerly director of pro- 
fessional services at Veterans Ad- 
ministration Hospital, Lexington, 
Ky. Dr. Weltman received his 
M.D. degree from Albany (N.Y.) 
Medical College. 


Deaths 


Mabel Selin, R.N., 65, administra- 
tor of Hardin Memorial Hospital, 
Kenton, Ohio, died on February 
23. Miss Selin came to Kenton in 
1951 as administrator of McKitrick 
Hospital which was due to close. 
She directed the move of the Hardin 
Memorial Hospital and served as 
administrator since that time. Prior 
to coming to Kenton she was for 
nine years administrator of Ma- 
gruder Memorial Hospital, Port 
Clinton, Ohio. Miss Selin was a 
graduate of the Minneapolis Gen- 
eral Hospital School of Nursing. 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Medical Staff Discipline 


The unique arrangement in hospitals, by which 
lay directors control administration of the institution 
while doctors provide medical treatment, works rea- 
sonably well. Inherent in the system, however, is a 
potential for conflict. On occasion, a dispute over 
the authority of the governing board with relation to 
the medical staff may erupt. The last rumblings of a 
past tremor were recently heard in Michigan’s upper 
peninsula. In Maryland, another commotion has not 
yet subsided. Each has produced a lower court opin- 
ion regarding the ultimate repository of authority 
in hospitals. 

The Grand View Hospital case occupied the courts 
of Michigan for a number of years. Albert v. Board of 
Trustees of Gogebic County Public Hospital, 341 Mich. 
344, 67 N.W. 2nd 244 (1954). Certain county hospitals 
in that state are subject to the Public Hospital Act. 
In interpreting the statute, the county court con- 
cluded that the governing board could not enforce 
rules restricting the practice of surgery because to 
do so would place illegal limitations upon a licensed 
physician and deprive the patient of his privilege of 
selecting a physician of his choice to perform sur- 
gery. In effect, physicians were permitted to indulge 
in serious surgical procedures beyond the scope of 
their training or proven ability. The state supreme 
court upheld this position. Subsequently, the legisla- 
ture amended the statute to authorize the governing 
board to adopt rules regulating surgical privileges 
and maintenance of medical records, with the advice 
of the medical staff. 


THE CANDID COURT 


The board and the administrator of the hospital 
recently petitioned the court to set aside the in- 
junction which had been issued under the old law 
and which restrained them from interfering with the 
unfettered practice of surgery by the medical staff. 
The court ruled that the injunction was proper under 
the then existing law and would not be set aside, but 
the board presently need not be concerned with it. 
The board may proceed to act in a fashion consistent 
with the current statute, unrestrained by the injunc- 
tion. In commenting upon the situation which led to 
the argument of the motion to dissolve the injunction, 
the court remarked: 

“ .. this hospital started off on the wrong foot so 
far as the administration is concerned. It seems until 
sometime in the late nineteen thirties ...there were 
no rules except medical staff rules, the rules were 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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made by the doctors, but the administration of this 
hospital isn’t given to the doctors. The administration, 
under (Public) Act 350, is given to the board of 
trustees ...It is just as hard for a doctor to change 
his mind as it is for the judge who makes up his mind 
and says, ‘Don’t confuse me with the facts.’ ... Some 
doctors here ran this hospital without any regard to 
the provisions of the statute under which it was 
organized, and of course they resented it... (when) 
they were told that the administration of the hos- 
pital was placed in a lay board, and whether they 
like it or not, that is the law ... For many years the 
administration of the hospital was carried on by the 
medical staff, ... and I say, it is hard, having worked 
under a situation that was wrong legally . . . to change 
to one that the law provides for, and I think for the 
older doctors that is the difficulty... .” 

The court then suggested that although the board 
has the authority and duty to adopt hospital rules 
affecting the medical staff, the board may well “ad- 
vise with the profession” before promulgating those 
rules. Albert v. Board, etc., Circuit Ct., Gogebic Coun- 
ty, Michigan, No. 11878, Opinion on Motion, October 
2, 1959. 


A STRIKING EXAMPLE 


A county court in Maryland was asked to render 
a declaratory judgment in a dispute between the 
entire medical staff of a voluntary hospital and the 
hospital administration. The doctors enumerated the 
alleged offenses of the administrator and further 
prayed for an injunction to prevent the board from 
carrying out any threatened withdrawal of staff 
privileges. 

The doctors lost this case at the county level and 
filed an appeal. In the meantime, the situation be- 
came worse. After the chief of surgery was suspended, 
the entire medical staff refused to admit other than 
emergency patients to the hospital. After consider- 
able discussion in the community, a truce was ar- 
ranged. The doctors called off their “strike,” pending 
the outcome of mediation by a special five member 
group, and also agreed to withdraw their appeal of 
the trial court’s ruling. 

The court had held that it had no jurisdiction over 
the complaints against the administrator. Some of 
the allegations reflected, at most, poor taste; others 
charged criminal offenses which properly should have 
been brought to the attention of the state’s attorney 
for prosecution rather than presented before a court 
of equity. These putative transgressions included al- 
legations of diagnosis and ordering of treatment for 
patients, criticizing a surgeon’s technique, employing 
an unqualified house physician, denying an emer- 
gency admission and limiting the variety of drugs 


THE LAW IN BRIEF y 


- 


rar 


Pay’ 


7 


ar 


re re 4 


available in the hospital pharmacy. 


The court was less reluctant to discuss the author- 


ity of the board relative to staff privileges. The judge 
would not enjoin the board from withdrawing physi- 
cians’ privileges because the board enjoyed this 
power as a matter of law. 
The opinion reads, in part: 

“From the authorities above quoted it is clearly 
apparent that the Board is the final authority in the 


‘management of the hospital, and their orders, in the 


absence of fraudulent and illegal acts, and their rules 
and regulations for the operation of the hospital are 
final and are not subject to court orders or to the 


court stepping into the hospital management and 


substituting its judgment for that of the board. The 
power includes the right of the board, if in its sound 
discretion necessity requires it, to close the doors of 
the hospital as well as to grant its privileges to doc- 
tors, who in its discretion are entitled to such priv- 
ileges and to withdraw those privileges if in its 
opinion it seems proper to do so. 

“(The Hospital) was not built to provide a special 
privilege to doctors or anyone else who may wish 
to be free to obey the rules or not or who may wish 
to have discharged an administrator whom they do 
not personally like. The administrator is the servant 
of the board, not of the doctors...If he pleases the 
board and carries out their orders, always assuming 
theirs to be proper orders, no one may complain.” 

The court concluded by admonishing the parties 
that a house divided cannot stand. It encouraged 
cooperation between management and medicine and 
suggested that those who would not play on the team 
except on their own terms should “get out of the 
picture.” Evidently neither bit of advice was heeded. 
Baumann v. Cambridge-Maryland Hospital, Circuit 
Court, Dorchester County, Maryland, No. 8932 Chan- 
cery, October 1959. 


BUT WHAT HAS HE DONE LATELY? 


Licensed physicians have fared rather well in 
public, i.e., governmental, hospitals. Courts have 
ruled that licensed local physicians must be admitted 
to practice in such institutions, except for good cause, 
although the scope of medical privileges may be re- 
stricted. What constitutes just cause for denying privi- 
leges to one who is otherwise eligible has been the 
subject of recent litigation in California. 

The physician-plaintiff sought to practice in the 
district hospital nearest to his office. Prior to denying 


‘ the application, the hospital board considered com- 
munications from many sources, much admittedly 


hearsay, and these convinced the board that the 
applicant was unworthy of acquiring staff privileges. 
The information consisted of notice of a revoked 
license to practice medicine, formal charges of per- 
forming unlawful abortions, a reprimand for violating 
terms of probation, an adverse judgment in a civil 
liability suit arising out of surgery and a contested 
divorce with unpleasant implications regarding the 
doctor’s conduct. The plaintiff, however, was properly 
licensed to practice medicine in California at the 
time he requested the staff privileges involved in this 
litigation. 


The appellate court stated that the physician was 
denied staff membership without having had the op- 
portunity to present his case at a hearing before the 
board. This, the justices found, violated the law of 
California in that the district hospital is a product of 
legislative enactment. The board of such a hospital 
determines, by granting or withholding privileges, 
whether a person licensed by the state may, in fact, 
practice his profession. Without staff membership in 
the district hospital, many doctors would not be near 
enough to another hospital to practice effectively. In 
considering applications for staff membership, the 
board is acting in a quasi-judicial role. It must act 
fairly, based upon sufficient evidence, the court held. 
Consequently, the applicant has a right to a hearing 
to satisfy the standards inherent in the law. 

The legal requirements are not too clear, however, 
District hospitals in California serve a particular 
public need. They utilize governmental authority and 
funds for their creation and construction, but are not 
tax supported for operating expenses. Patient revenue 
is expected to finance day-to-day operations. Hence, 
patients pay for services rendered. This arrangement 
makes it feasible to have a hospital in localities where 
the initial capital is unavailable but the public is 
financially able to maintain the institution. 

The applicable statute authorizes district hospital 
boards to make rules and regulations for governing 
their institutions, allowing membership on hospital 
staffs to be “restricted to physicians and surgeons 
competent in their respective fields, worthy in 
character and in professional ethics. . . .” The hos- 
pital involved in this case adopted a rule limiting 
staff membership to those licensed physicians and 
surgeons “whose background, experience and train- 
ing insures, in the judgment of the board of directors, 
that any patient admitted to or treated in the... 
hospital will be given the best possible care and pro- 
fessional skill.” These standards are too vague and 
uncertain, said the court, and may place an applicant 
subject to the whim and caprice of the board. 

Reasonable rules, according to the California ap- 
pellate court, would require that the test to be ap- 
plied is not whether the applicant has been guilty of 
improper conduct in the past, but whether, at the 
time of application, he is competent in his field, 
worthy in character and professional ethics. It is 
arbitrary to exclude a physician if his record shows 
no misconduct since he was disciplined by the Board 
of Medical Examiners some years earlier. 

The California Supreme Court has refused to re- 
view this case at this stage. Consequently, the opinion 
represents a serious restriction on the authority of a 
district hospital board, and perhaps on the governing 
board of any public hospital in California, to deny 
staff privileges on the basis of past misconduct. Wyatt 
v. Tahoe Forest Hospital District, 345 P. 2d 93 (Cal. 
App. 1959). 

The California Hospital Association and the state 
medical society are preparing a model set of regula- 
tions for California district hospitals in an effort to 
satisfy the court’s requirement of more definite 
standards for selection of medical staff members. 
Both associations had cooperated in the appeal, also. 
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Plans, Reports Deal with Health of Aged 


Although the nation’s legislators last month con- 
centrated on the civil rights issue, matters of health, 
especially health of the aged, continued to occupy the 
attention of government groups away from the lime- 
light. One federal agency, the Veterans Administra- 
tion, reported what it is currently doing for aged and 
chronically ill veterans. 

Speaking for the VA, Sumner G. Whittier, adminis- 
trator of veterans affairs, enumerated the programs 
his agency is sponsoring: 

@ Day care centers for mental patients; 

® Vocational rehabilitation services; 

@® Community home care plans and planned living 
programs for VA domiciliary residents; 

@ Extension of volunteer services for follow-up 
purposes. 

Four day care centers for the treatment of veterans 
with service connected mental illness were estab- 
lished in 1959, Mr. Whittier reported. One pilot pro- 
gram has been operating for several years, and 
another is currently being set up. 

Vocational counseling and job placement services 
are operating in more than 100 VA hospitals, return- 
ing many disabled veterans to paying jobs. The U.S. 
Employment Service, state departments of rehabilita- 
tion, local employers and rehabilitation centers, 
newspapers and other community resources are co- 
operating on these projects. 

A major asset of VA’s medical program, according 
to Mr. Whittier, is the VA Voluntary Service. Through 
this nationwide organization (VAVS), the VA is cur- 
rently seeking more volunteers, needed particularly 
to follow up on patients leaving hospitals and assist 
them in readjusting to community life. 

Recommendations for broad action by the VA in 
the field of aging, possibly including legislative pro- 
posals, are forthcoming from the VA Committee on 
Aging, Mr. Whittier said. The committee is concluding 
a study of problems of aging veterans on which it 
will base its recommendations. 


RESUMPTION OF SENATE HEARINGS PLANNED 


Plans to start another series of hearings by the 
Senate Subcommittee on the Problems of the Aged 
and Aging have been announced by Sen. Pat Mc- 
Namara (D-Mich.), the subcommittee chairman. The 
hearings will deal with possible legislation on older 
citizens’ problems of health, income, employment and 
related subjects. These hearings will be the first to 
follow the recent release of the subcommittee’s 340- 
page report, “The Aged and Aging in the United 
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States: A National Problem’’. In that report were in- 
cluded 12 legislative recommendations concerning the 
financing of medical care, nursing homes, social 
security benefits, housi employment, and social 
services. 

The Michigan senator anounced that “in order to 
find a way out for these and many other related 
dilemmas, the subcommittee is now planning to call 
together a number of national authorities in the fields 
of geriatrics and medical economics.” 

In addition to Chairman McNamara, subcommittee 
members are Senators John F. Kennedy (D-Mass.), 
Joseph S. Clark (D-Pa.), Jennings Randolph (D-W. 
Va.), Everett M. Dirksen (R-Ill.), and Norman 
Brunsdale (R-N.D.). 


PREPARE FOR WHITE HOUSE CONFERENCE 


The site and date of the White House Conference 
on Aging have been announced: Constitution Hall, 
Washington, D.C., Jan. 9 through 12, 1961. The Na- 
tional Advisory Committee for the conference said 
attendance by 2800 delegates is planned. Of these, 
1740 will be appointed by the governors of the states. 

The advisory committee will recommend to the 
governors that persons other than specialists in the 
field of aging make up at least two-thirds of the ap- 
pointees. The conference is planned as a citizens’ con- 
ference, not as a meeting of specialists, the agency 
said. 

Robert W. Kean, chairman of the advisory commit- 
tee, said that in addition to the governor-appointed 
delegates, 660 participants will be named by the 
Secretary of Health, Education, and Welfare from 
national organizations active in the field of aging. An 
additional 250 other persons will elso participate. 

Recommendations for the White House conference 
agenda are being written by state groups. According 
to present plans, the national conference will con- 
sist of small workshops of 20 to 30 delegates. These 
small groups will study the states’ recommendations 
and help develop reports for the final plenary session 
of the national conference. A report and recommenda- 
tions to be made to the President by April 9, 1961, 
will be developed at that final meeting. 

Plans for the workshop procedures will be made 
at a meeting later this month in Washington, D.C. 

Announcement of the plans for the White House 
Conference on Aging came at the request of Rep. 
Noah M. Mason (R-Ill.). He maintained that it was 
important for members of the House Ways and Means 
Committee to be apprised of preparations for the 


91 


WASHINGTON REPORT ah 


hog 


> 


= 


4 


conference before acting on the Forand proposal to 
provide health care for the aged. 


Benefit, Costs Data Forthcoming 
on Federal Employees Health Insurance 


The Blue Cross-Blue Shield contract offering health 
care services to some 1.8 million federal civilian em- 
ployees was to have been announced by late March. 

Aetna Life Insurance Company’s alternate proposal 
to provide federal employees with indemnity health 
insurance was expected at the same time. 

The U.S. Civil Service Commission is contracting 
for these two government-wide plans under a federal 
employees health benefit program scheduled to go 
into effect next July 1 

Schedules of benefits and costs given in both pro- 
posals will be announced at the time contracts are re- 
leased. Announcement of benefit schedules and costs 
for both proposals was being delayed pending a re- 
port to CSC by an actuarial firm, Milliman and Rob- 
ertson, Inc., of Seattle, Wash. 

CSC said it seeks to determine from the firm’s re- 
port whether proposed rates will “reasonably and 
equitably reflect the cost of the benefits provided”, 
and will be “consistent with the lowest schedule of 
basic rates generally charged for new group health 
benefit plans issued to large employers”’. 

Of 113 organizations and employee groups that ap- 
plied to participate under the federal health care plan, 
around 40, including the two government-wide plans, 
have been approved by CSC. 


CSC has designated an official in each if its 11 re- 
gional offices as health benefits representative. He will 
inform federal employees in his area about the 
various plans that will be available July 1. A film 
explaining the basic differences among plans will be 
used, and literature describing each plan will be 
distributed at every federal civilian post throughout 
the world. 


House Proposal Cuts Funds 
for International Research Program 


A bill limiting the amount of money to be author- 
ized for the expansion of the role of the United States 
in international research has been introduced in the 
House by Rep. Kenneth Roberts (D-Ala.). This move 
gave the Eisenhower administration a victory in a 
controversy of long standing. The Senate last year 
authorized $50 million annually for the creation and 
operation of a new Institute for International Re- 
search at the National Institutes of Health, Bethesda, 
Md. The administration had appealed to the House 
Interstate and Foreign Commerce Committee’s Sub- 
committee on Health and Safety to restrict the funds 
and to provide that the program be administered by 
existing government machinery under the Depart- 
ment of State and the Department of Health, Edu- 
cation, and Welfare. 

The resolution sponsored by Representative Roberts 
limits the funds for the program to $10 million and 
places it under HEW’s Office of International Medical 
Research. The Alabama representative is chairman of 
the House Subcommittee on Health and Safety. 
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Michigan Blue Cross Establishes Rules 
for Admitting Hospitals to Membership 


A hospital wishing to join the Michigan Blue Cross in the future will 
be required to give evidence of necessity, showing that it was planned 
and built in response to a clearly evident need for additional hospital 


beds in its community. 


This is one condition in a set of rules developed by a subcommittee of 


the Michigan Plan’s Research and 
Development Advisory Committee 
and approved by the Plan’s board 
of trustees. 

Among other requirements for 

acceptance by Michigan Hospital 
Service are those specifying that a 
hospital must— 
@ Have a pharmacy under the su- 
pervision of a licensed pharmacist. 
@® Have a business office using uni- 
form clssification of accounts as 
outlined by the American Hospital 
Association, and agree to have its 
records audited once a year by an 
independent certified public ac- 
countant. 


APPLICATION: FUTURE MEMBERS 


The set of formal rules developed 
by the subcommittee does not 
apply to hospitals now participat- 
ing in the Michigan Plan, only to 
those wishing to join it. The Plan’s 
action represents a departure from 
practices generally followed by 
Blue Cross in accepting hospitals 
for membership. As a general rule, 
in order to qualify for acceptance, 
hospitals have to be either listed by 
the American Hospital Association, 
or licensed by state authorities, or 
accredited by the Joint Commis- 
sion on Accreditation of Hospitals, 
or are required to meet other re- 
quirements set by the governing 
board of the Plan concerned. 

The Michigan subcommittee’s 
recommendation of the minimum 
standards recently approved by the 
Plan’s board is an outgrowth of an 
effort that began in 1958, when the 
board established a Benefits and 
Hospital Payments Committee to 
study both Blue Cross benefits 
structures and the hospital reim- 
bursement formula. The committee 
was Officially not connected with 
the Plan, and, in addition to nine 
Blue Cross board members, had a 
membership of 12 representatives 
of ospitals, labor, management 
and physicians. After accomplish- 
ing the first phase of its work, the 
committee was asked to broaden 
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its scope of activities. It was re- 
named the Research and Develop- 
ment Advisory Committee, and, in 
turn, established two subcommit- 
tees to facilitate its work: one on 
qualifications for participating hos- 
pitals and the other on service and 
facility evaluation. 

The set of rules recently adopted 
by the Plan was recommended by 
the qualifications subcommittee, 
under the chairmanship of Owen 
R. Pinkerman, director of William 
Beaumont Hospital, Royal Oak. 


AIM: QUALITY AT REASONABLE COST 


One of the chief aims of the 
qualification program, according 
to William S. McNary, the Plan’s 
executive vice president, is to pro- 
vide an adequate range of general 
hospital care for the community 
and to provide high quality care 
at reasonable cost. 

In addition to showing evidence 
of necessity, having a pharmacy 
and using uniform classification of 
accounts, the standards specify 
that qualifying hospitals must 
comply as follows: 

@ Be members of appropriate hos- 
pital associations or councils; meet 
all state licensure requirements; 
have approval of professional or- 
ganizations establishing minimum 
standards. 

® Be community-supported or tax- 
supported general hospitals repre- 
sentative of community interests 
and needs. 

@® Have a minimum number of 
beds consistent with community 
needs (not less than 50), adequate 
surgical, diagnostic and treatment 
facilities. 

@ Be operated by a nonprofit cor- 
poration, or by the state of Michi- 
gan or a political subdivision. 


ESSENTIAL SERVICES 


® Provide essential services such 
as an organized dietary depart- 
ment; provision for keeping ade- 
quate medical records; a clinical 


and pathological laboratory with 
facilities for chemical, bacterio- 
logical and serological examina- 
tions and for tissue examinations 
by a competent pathologist; and 
adequate radiological and compe- 
tent anesthesia services. 


PROFESSIONAL STAFF 


@ Have an organized medical staff 
responsible for quality of care to 
the hospital’s governing body. 

@ Have staff committees necessary 
to carry out functions required by 
the Joint Commission on Accredit- 
ation of Hospitals or the Bureau 
of Hospitals of the American Os- 
teopathic Association. 

@ Have a medical review commit- 
tee for utilization control. 

® Maintain an organized nursing 
department under a competent di- 
rector. 

@ Have available personnel for 
operating and delivery rooms serv- 
ice, and for nursing units, with at 
least one graduate registered nurse 
on duty at all times. . 


Short-Term Nursing 
Courses Announced by PHS 


The U.S. Public Health Service 
has announced its first list of 
agencies sponsoring short-term 
courses for which traineeship 
grants are available under the 
Professional Nurse Traineeship 
Program. PHS indicated the list 
will be revised monthly as new 
grant awards are made. 

The PHS Division of Nursing Re- 
sources reported that interest in 
the short-term phase of the trainee- 
ship program is very high among 
nurses and hospitals throughout 
the country. 

The following list gives the 
seven institutions in six states 
which have thus far received short- 
term traineeship grants; included 
are names of course director, sub- 
ject of program and the dates on 
which course will be held. 

School of Nursing, Emory Uni- 
versity, Atlanta 22, Ga. Director: 
Miss Evelyn P. Rowe, associate 
professor of nursing. Subject: 
Teaching and content in nursing 
programs. Dates: July 11 through 
29. 

Iowa State Department of Health, 
State Office Building, Des Moines | 
19. Director: Miss Mattie Brass, 
director, Division of Public Health 
Nursing. Subject: Communicable 
disease nursing and epidemiol- 
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ogy. Course completed (March 21 
through 25). 

State University of Iowa, College 
of Nursing, Iowa City. Director: 
Miss Pearl Zemlicka, associate 
in nursing. Subject: Head nurse 
workshop. Course completed (Feb. 
8 through 12). Subject: Teaching 
Clinical Nursing. Dates: June 13 
through 17. 

Marquette University, College of 
Nursing, Milwaukee 3. Director: 
Louise M. Schmitt, chairman in 
graduate studies. Subject: Dynam- 
ics of effective supervision. Dates: 
May 9 through 14. 

University of Miami, Department 
of Nursing, Coral Gables 46, Fla. 
Director: Miss Gene C. Cranch, 
assistant professor. Subject: Nurs- 
ing workshop—improvement of in- 
terpersonal nursing skills. Dates: 
June 17 through 22. 

University of North Carolina, 
School of Nursing, Chapel Hill. 
Director: Miss Elizabeth L. Kem- 
ble, dean. Subject: Principles of 
administration. Dates: April 20 
through 26. 

Western Interstate Commission 
for Higher Education, University 
of Colorado, Fleming Law Bldg., 
Boulder. Director: Miss Jo Eleanor 
Elliott, nurse consultant. Subject: 
Step I, Central training course; 
Step II, Short-term continuation 
education courses. Dates: Step I, 
June 20 through July 1; Step II, to 
be announced. 

Inquiries concerning attendance 
should be addressed to program 
directors. . 


World Health Day Objective: 
Eradication of Malaria 


The World Health Organization, 
one of the specialized agencies of 
the United Nations, will celebrate 
its 12th anniversary April 7 with 
the observance of World Health 
Day. 

“Malaria Eradication—A World 
Challenge” was chosen as the 
theme of this year’s anniversary 
observance. The goal of WHO in 
choosing this theme is the com- 
plete eradication of malaria in all 
countries. 

M. G. Candau, M.D., WHO di- 
rector general, called malaria ‘‘the 
world’s most costly disease’. He 
said WHO had been given by its 
90 member countries the responsi- 
bility of guiding a global campaign 
“until the disease has been entirely 
stamped out, and the last remain- 
ing case in the remotest corner of 
the earth has been tracked down 
and cured’’. 

Malaria has been almost totally 
eradicated in 13 countries, among 
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them the United States, WHO re- 
ported. Antimalaria activities are 
proceeding in 92 countries and 
territories; however, no effort to 
subdue malaria has yet been made 
in 56 countries. 

Speaking of its campaign to 
stamp out malaria, the organiza- 
tion said that “never before have 
concerted international forces on 
such a scale been deployed against 
a single disease’. 

The U.S. Department of Health, 
Education, and Welfare is aiding 
WHO in promoting World Health 
Day and in making the activities 
of the organization known to all 
interested groups. ad 


Blue Cross Enrollment Nears 
57 Million at End of 1959 


At year-end 1959, the 83 Blue 
Cross Plans in the United States 
and Canada had a membership of 
56,962,955, the Blue Cross Com- 
mission reported last month. This 
figure included enrollment in 
Health Service, Inc. (HSI), and in 
Medical Indemnity of America, 
Inc. (MIA), the Blue Cross and 
Blue Shield national underwriting 
organizations. 

The 79 United States Plans had 
53,677,526 members at the end of 
1959, having gained 2.66 per cent. 
The Canadian Plans showed a loss 
for the third straight year, because 
of the government’s assumption of 
the prepayment role in Canada; 
the loss amounted to 9.5 per cent, 
leaving the four Plans with 3,179,- 
004 members. HSI-MIA showed a 
gain of 14.36 per cent, bringing 
their membership up to 106,425. 

Subscribers represented 39.75 
per cent of membership for the 
United States Plans, dependents 
making up the remainder. The 
number of members per subscriber 
contract was 2.52, the Commission 
said. 

The per cent of population en- 
rolled by all Plans rose very 
slightly during 1959—to 30.26 per 
cent from 30.20 per cent for 1958. 
Rhode Island led all states in the 
ratio of population covered, with 
76.46 per cent. However, the Al- 
lentown, Pa., Plan showed enroll- 
ment of 87.99 per cent of the popu- 
lation in the area it covers. ba 


10 Hospital Housekeepers 
Given $350 Scholarships 


The 10 winners of $350 scholar- 
ships made available by Hunting- 
ton (Ind.) Laboratories for the 
12th annual Course In Hospital 
Housekeeping have been an- 
nounced. 


Winners were selected on the 
basis of their 500-word papers on 
the subject: “What Benefits I Ex- 
pect to Obtain from the Course in 
Hospital Housekeeping.” 

Scholarship winners are: 

Sister M. Hildemar Berkemeir, 
St. Elizabeth's Hospital, Houston. 

Christ James Christensen, direc- 
tor of housekeeping, Conemaugh 
Valley Memorial Hospital, Johns- 
town, Pa. 

Margaret Deckard, housekeeping 
supervisor, Mt. Pleasant (Mich.) 
State Home and Training School. 

Lydia Virginia Hensley, house- 
keeper, Memorial Medical Center, 
Williamson, W. Va. 

Tilton Jackson, executive house- 
keeper, St. Alphonsus Hospital, 
Boise, Idaho. 

Robert L. Jones, housekeeping 
supervisor, Hillside Hospital, Glen 
Oaks, N.Y. 

Frieda Schoellkopf, executive 
housekeeper, Hotel Dieu Hospital, 
St. Catharines, Ontario. 

Doran A. Spires, chief house- 
keeping division, Veterans Ad- 
ministration Hospital, St. Louis. 

J. Edward Steward, housekeep- 
ing and laundry supervisor, Good 
Samaritan Hospital, Vincennes, 
Ind. 

Jan C. Taylor, assistant execu- 
tive housekeeper, Johns Hopkins 
Hospital, Baltimore. 


AMA Creates Commission 
To Study Medical Care Costs 


A “Commission on the Cost of 
Medical Care’’, expected to begin 
functioning this spring, has been 
established by the American Medi- 
cal Association. 

Speaking of the commission’s 
purpose, Louis M. Orr, M.D., AMA 
president, said: “We would like to 
find where economies may be 
achieved in the best interests of 
the patient. The commission will 
analyze the cost picture from every 
angle and try to come up with 
some sound advice and sugges- 
tions.” 

Included in the study will be 
physicians’ fees, hospital charges 
as they reflect physicians’ prac- 
tices, operations of health insur- 
ance companies and prepayment 
plans and drug expenditures, the 
Association said. 

According to Dr. Orr, the cost 
problem is being tackled “in order 
to help people better meet their 
obligations when illness strikes, 
and to help clarify the confusion 
that exists relative to such cost”. 

The commission will consult 
economists, health insurers, pre- 
payment plans, hospital represent- 
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to one in three saved: 40,000 more lives 
saved each year. During the next few 


tume | 6ods of and even cures for some 
cancers that are considered incurable today. In time, the 
ultimate goal, cancer prevention, will be achieved. But 
time alone will not do the job. @ Time plus research will. 
Research costs money. In the past 14 years, the Amer- 
ican Cancer Society has spent about $76,500,000 on 
cancer research. Much more is needed 
to accomplish the final conquest of 
this dread disease. Give generously. 
Send your contribution to “Can- 
cer,’ incareof your local post office. 


AMERICAN CANCER SOCIETY 


t he yo guard your 
family...fight 
answer cancer with 
se a checkup 


andacheck 
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: the i During the past few years, the cancer cure 
° : » rate has increased from one in four saved 
question 
money 


4 


= 


Woh 


= 


atives, a cross section of patients, 
and others whose knowledge and 
opinions will be helpful, the AMA 
said. An initial grant of $100,000 
was appropriated by the AMA to 
launch the study. 

Membership of the commission 
will be considered by the Associa- 
tion’s Board of Trustees at _ 
April 8-9 meeting. 


Court Overrules Religious 
Objections to Transfusions 


A baby born to parents who 
were members of Jehovah’s Wit- 
nesses was saved recently by a 
transfusion given over the parents’ 
protests. Before the child was born, 
a Hendricks County (Ind.) Circuit 
Court judge issued a restraining 
order to prevent the parents from 
interfering with medical treatment 
of the then unborn child. The rul- 
ing of Judge Richard Grover set a 
precedent in Indiana. The judge 
cited a 1953 Illinois case in which 
a newborn infant was made a 
ward of the court for the purpose 
of having a blood transfusion ad- 
ministered. 

Warned by the mother’s physi- 
cian and a pediatrician that trans- 
fusion would be necessary, the 
parents refused to give permission 
for the procedure on religious 
grounds. The physicians, who then 
brought the case to court, testified 
that because of the parents’ Rh 
factors the child might not survive 
without an immediate supply of 
new blood after birth. 

The transfusion was adminis- 
tered three days after the baby’s 
birth. Dr. David B. Haggard of 
Plainfield, the mother’s physician 
who administered the transfusion, 
reported that the baby’s condition 
was good. “The parents were 
against the blood transfusion, and 
they are still opposed to it,” he 
said. “At the same time they are 
happy that their child is well and 
healthy.” 


Home Care Program Shows 
Signs of Success in Michigan 


Michigan Blue Cross has re- 
ported “very encouraging results” 
after the first month of a one-year 
test program in home care cover- 
age. 

The Plan estimated that 33 cases 
accepted under the program saved 
a minimum of 560 days of inhos- 
pital care. 

Michigan Blue Cross-Blue Shield 
launched the first phase of its pilot 
study in February. The home care 


program provides coverage by Blue: 


Cross of-visits by Detroit Visiting 
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Nurse Association member nurses 
(VNA is cooperating in the pro- 
gram), visits by physical therapists 
and social workers, plus drugs and 
dressings related to the patient’s 
illness, It also covers half the cost 
of VNA home aide (housekeeping ) 
service when required. 

Edwin Harmon, M.D., Blue Cross 
medical director in charge of the 
program, pointed out that of the 
33 cases, 10 were under age 40 
and five of these under age 15. 
Only eight persons participating 
in the home care experiment were 
65 or older in the first month’s ex- 
perience. 

Patients are being selected for 
the program in participating hos- 
pitals by their attending physi- 
cians. The final decision as to pa- 
tient participation, however, rests 
with the patient and his family, 
Dr. Harmon said. 


Community Planning Moves 
Ahead for Atlanta Hospitals 


A hospital planning council is 
being organized for metropolitan 
Atlanta, Ga. Spearheading the de- 
velopment of the council are the 
Fulton County Medical Society, 
the Atlanta Council of the Georgia 
Hospital Association and the At- 
lanta Chamber of Commerce. 

Impetus for organizing the coun- 
cil came in part from an announce- 
ment by the Georgia Department 
of Public Health that future Hill- 
Burton grants to communities of 
more than 100,000 population 
would be limited to projects that 
have the approval of a voluntary 
community planning agency. A 
planning council has already been 
established for Augusta, and or- 
ganization of a planning agency is 
proceeding in Savannah. 

The Atlanta council will have 
representation from over a dozen 
health, business, welfare, religious 
and educational organizations, the 
GHA said. The planning group, 
whose organization was expected 
to be completed by June, will have 
the task of preparing a master 
plan for construction projects that 
would meet the area’s future needs; 
it will also judge the merits of 
proposed projects, the hospital as- 
sociation said. s 


Hanson Appointed Secretary 
of North Dakota Hospitals 


Harvey C. Hanson has been ap- 
pointed executive secretary of the 
North Dakota Hospital Association, 
Grand Forks. For the past two 
years he filled that position on a 
part-time basis. He will assume his 


full-time duties April 1. Since 
1953, Mr. Hanson has been credit 
manager and assistant administra- 
tor of Grand Forks Deaconess Hos- 
pital. e 


PHS Names Dr. Mallary 
to Medical Services Bureau 


Charles R. Mallary, M.D., will 
assume the duties of deputy chief 
of the Public Health Service’s Bu- 
reau of Medical Services. His ap- 
pointment was announced last 
month by PHS Surgeon General 
Leroy E. Burney. 

Dr. Mallary, who will carry the 
rank of assistant surgeon general, 
is currently medical officer in 
charge of the Public Health Serv- 
ice Indian Health Area, Albuquer- 
que, N.M. 

Dr. Mallary entered the PHS in 
1931. He served at a number of 
PHS hospitals in the United States 
and also held assignments in Hong 
Kong and Manila. For two years he 
was assistant chief of the Division 
of Hospitals at PHS Washington, 
D.C., headquarters. Dr. Mallary re- 
ceived his M.D. degree from the 
University of lowa and studied 
hospital administration at the Uni- 
versity of Chicago. s 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 


Casa Colina Convalescent Home for Crip- 
pled Children, Inc., Chino. 

The Marshall Hospital, Placerville. 

Sonoma Valley Hospital District, Sonoma. 


COLORADO 
St. Vincent’s Hospital, Leadville. 
GEORGIA 


The Macon Hospital, Maco 
Baldwin County Hospital, Milledgeville. 
Houston Hospital, Warner Robins. 
ILLINOIS 
American Legion Auxiliary, Department of 
Illinois, Chicago. 
Holy Family Hospital, Des Plaines. 
Massac Memoria Hospital, Metropolis. 


INDIANA 
Dr. Bronnell M. Souder Hospital, Inc., 
Auburn. 
George Ade Memorial Hospital of Newton 
County, Brook. 
IOWA 
Mary Greeley Memorial Hospital, Ames. 
LOUISIANA 
Algiers General Hospital, New Orleans. 
MARYLAND 
Physicians Memorial Hospital, La Plata. 
MICHIGAN 
Program in Hospital Administration, Ann 


Arbor. 
ar and Dales General Hospital, Cass 
ty. 


MISSISSIPPI 
Montfort Jones Memorial Hospital, Kos- 
ciusko. 
NEW JERSEY 
The Carrier Clinic, Belle Mead. 
NEW MEXICO 


Gerald Champion Memorial Hospital, Ala- 
mogordo. 
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OHIO 
Summit County Receiving Hospital, Cuya- 
hoga Falls. 
Receiving Hospital, Ports- 


mou 

PENNSYLVANIA 
Hospital nema | Association of Alle- 


Beaumont Infirmary, Beaumont. 

Miller Hospital, Grand Prairie. 

Madison County Hospital, Madisonville. 
Major Clinic Hospital, Nocona. 

Halbert Clinic and Hos ital, Rosebud. 
Hays County Memorial ospital, San Mar- 


cos. 

Waxahachie Sanitarium, Waxahachie. 
Vv INIA 

Westbrook Sanatorium, Inc., Richmond. 
CANADA 

= Peel Hospital, Cooksville, On- 

rio. 
The Doctors Hospital, Toronto, Ontario. 
SOUTH AMERICA 
Hospital Mental De Antioquia, Colombia. 


TURKEY 
The Admiral Bristol (American) Hospital, 
Nisantas, Istanbul. 


HOSPITAL AUXILIARIES 


City Hospital Auxiliary—Ma —_ Ark. 
Woman’s Auxiliary to San (Calif. ) 


Hospital. 

Palo Alto (Calif.)—Stanford Hospital Cen- 
ter Auxiliary. 

Women’s Auxiliary, Methodist Evangelical 
Hospital—Louisville, Ky 

Olmsted Community Hospital Auxiliary— 
Rochester, Minn. 

Singing River Hospital Auxiliary—Pasca- 
goula, Miss. 

s Hospital Auxiliary — Jefferson 

Tillman County Memorial Hospital Ladies 
Auxiliary—Frederick, Okla. 

Mobridge (S.D.) Community Hospital Vol- 
untary Auxiliary. 

Auxiliary to Johnston Memorial Hospital 
—Abingdon, Va. 

Woman's Auxiliary to Protestant 

Calumet Memorial Auxiliary 
—Chilton is. 

Lindsay (Calif. ) District Hospital Guild. 


Council of Women’s Activities of the 
Huntington Memorial Hospital—Pasa- 
dena, Calif. 


Centro Asturiano Hos 2. Inc., Women’s 
Auxiliary—Tam 

Moline (Til. Public Hospital Auxiliary. 

Maine Medical Center Auxiliary—Port- 
land, Maine. 

General Hospital 
Greenville, iss. 

Winston County Community Hospital Aux- 
iliary—Louisville, Miss. 

Adrian Hospital Auxiliary—Punxsutawney, 


Woman's Auxiliary— 


Pa. 
Kimble Hospital Auxiliary—Junction, Tex. 


Hospital teaches teachers 
how to help the disabled child 
(Continued from page 37) 


question and answer periods at the 
end of each lecture were stimulat- 
ing and thought-provoking. Al- 
though two absences were allowed 
each student, there were only 
two or three registered absences 
throughout the course, and these 
were for valid reasons. 

To assess the reactions of the 
students to the course, a question- 
naire (Fig. 2) was given to each 
member just before the end of the 
term. The answers were carefully 
reviewed by both the board of 
education and the hospital staffs. 
Reactions of the student body were 
so gratifying and the requests for 
a repeat program so numerous that 
another course was planned for 


APRIL |, 1960, VOL. 34 


Fall with a similar format. 

The students wrote that the 
course had given them many 
valuable medical facts as well as 
information about city and state 
facilities for the handicapped. 
Especially valuable for the teach- 
ers was their increased ability to 
recognize children’s abnormalities 
early, and to take initial steps to- 
ward their proper care. The class 
overwhelmingly agreed that the 
course should be given to all teach- 
ers. 


While the work necessary to or- 
ganize the course, prepare the ma- 
terial, and give the lectures in- 
volved many persons in the various 
medical, professional and nonpro- 
fessional departments of the hos- 
pital (and was in addition to their 
regular duties) all of them will- 
ingly gave their time and efforts. 
It might also be mentioned that 
the resultant increased good will 
of educators for the hospital has 
been a triumph of excellent com- 
munity relations. « 
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Classifications: Classified advertis- 
ing acce to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


FOUR HOT FOOD CONVEYER CARTS, 
manufactured by Ideal Food Conveyer Sys- 
tems, Three models 1501X and one model 
1003. This equipment in excellent condition 
and available immediately. Write or phone 
Doctors Hospital, 12345 Cedar Road, Cleve- 
land Heights 6, Ohio. Phone SWeetbrair 
5-5000. 


PERSONNEL FORMS: A complete line of 
personnel forms including help requisition, 
application for employment, reference in- 
quiry, termination notice, overtime permit 
and payroll change forms. Write for sam- 
ples and prices from The Steck Company, 
Box 16, Austin 61, Texas. 


MICROFILM LABORATORY REPORT 
SLIPS: ‘‘Micro-Seal’’ lab slips can be 
microfilmed from fully visible slips, six at 
a time, without lifting or removing each 
slip. Write for information and samples 
from the Steck Company, Box 16, Austin 
61, Texas. 


WANTED 


‘MEDICAL RECORD LIBRARIAN for mod- 


ern 215 bed tuberculosis and allied pulmo- 
nary disease hospital, department in good 
order, cooperative closed medical staff, 
pleasant environment, 40 hour week, 7 
paid holidays, social security, liberal va- 
cation, policy, and sick leave. Send resume 
to Executive Director, Emily P. Bissell 
Hospital, 3000 Newport GapPike, Wilming- 
ton 8, Delaware. 


POSITIONS OPEN 


MEDICAL RECORD LIBRARIAN wanted, 
200 bed hospital. New Hospital to be built 
in near future. Air base located near town. 
Excellent winter and summer sports. Good 
working conditions. Salary open plus fringe 
benefits. Inquire: Mr. C. K. Shiro, Admin- 
istrator, Montana Deaconess Hospital, Great 
Falls, Montana. 


SUPERVISOR OF NURSING needed im- 
mediately 225 beds, latest equipment, build- 
ing erected 1958; complete X-Ray, Labora- 
tory, Pathology, out patient, emergency 
room. School of Nursing in connection, 
Masters in Nursing desirable; but degree 
may be waivered if training and experi- 
ence warrants. Salary open. Larger est 
Coast City. Address HOSPITALS, Box J-74. 


EXECUTIVE DIETITIAN for 200 bed hos- 
pital, eastern Ohio. Salary open monthly 
with maintenance, vacation, sick benefits, 
and other benefits such as Blue Cross, Blue 
Shield and Social Security are available. 
Apply to Nell Robinson, Superintendent, 
The East Liverpool City Hospital, 
Liverpool, Ohio. 
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DIETARY CONSULTANT to direct plan- 
ning and coordination of the dietary pro- 
gram for four large Mental Hospitals within 
driving distance of Louisville, Kentucky. 
Responsible for assisting hospital dietary 
departments in developing in-service train- 
ing programs, meal and menu preparation, 
improving food service, purchasing and 
budgetary planning. Spend approximately 
50% of time in hospitals. Salary $6,360- 
$7,716 per annum, plus liberal vacations, 
holidays, sick leave, and retirement. Re- 
quirements: Degree in nutrition or home 
economics with major in foods, at least 
five years experience including considera- 
ble supervision. Prefer A. D. A. with ad- 
vanc degree. Send summary of experi- 
ence and training to T. H. Lewis, 
Department of Mental Health, 620 South 
Third Street, Louisville 2, Kentucky. 


DIETITIAN: Vacancy at a Central Hospital 
within a chain of ten general hospitals with 
active APC’s operated in coal mining region 
of eastern Kentucky, southwestern Virginia 
and southern West Virginia. ADA member- 
ship is required with experience in teach- 
ing and/or therapeutics. Food Clinic ex- 
perience desirable. Salary at the rate of 

: per annum; 40 hour week; 4 weeks 
paid vacation; 7 paid holidays; laundry of 
uniforms. Social Security. Call or write: 
The MINERS MEMORIAL HOSPITAL AS- 
SOCIATION, Box 61, 110 Logan Street, Wil- 
West Virginia. Phone: BELmont 


ADMINISTRATOR: Attractive opening in 
new 36-50 bed hospital under construction 
in Michigan’s Upper Peninsula —land of 
hunting, fishing, winter sports, no hay 
fever. Applicant to be graduate from ac- 
credited school, should possess several 
years’ experience in work as assistant in 
larger hospital and desirous and capable 
of taking over full responsibility for all 
phases of job. Salary open—commensurate 
with education and proven ability. Ad- 
dress Mr. E. V. Johnson, Hospital Board, 
Munising, Michigan. 


DIRECTOR NURSING EDUCATION—Di- 
ploma School, ninety students, Master’s in 
Nursing Education—experience preferred. 
Salary open, excellent personnel policies 
and insurance benefits. School operated by 
a fully accredited Hospital of over 300 
beds, in a community of 30,000 people. At- 
tractive to a woman interested in educa- 
tion and the arts. Thirty miles east of 
Pittsburgh, Pa. Also needed, Medical and 
Surgical Instructor; must have B.S., and 
one year’s experience. Write: Mr. Warren 
8937 Eastwood Road, Pittsburgh 
Pa. 


ASSOCIATE DIRECTOR OF NURSING: 
416 bed—65 bassinet gemeral hospital. All 
services. School of Nursing, Intern and 
Resident Program. Masters degree pre- 
ferred. Salary open, based on preparation 
and experience. Expenses paid for per- 
sonal ‘interview. Forward detailed resume 
of training and experience to Mrs. Phyllis 
Loucks, Director of Nursing, Butterworth 
Hospital, Grand Rapids 3, Michigan. 


NURSE ANESTHETISTS: to complete staff 
of three for 85-adult bed hospital. Situated 
on Pennsylvania rnpike be- 
tween Pittsburgh and Harrisburg. Famous 
Resort Area. Salary 2. liberal person- 
nel policies—Apply M. Valigorsky, 
C.R.N.A., Memorial Hospital of Bedford 
County or telephone Collect—Bedford 655. 


CLINICAL INSTRUCTORS: to assist with 
basic medical and surgical program in ac- 
credited School of Nursing: 270 bed mod- 
ern, accredited, general hospital and 
teaching institution. Progressive commu- 
nity. Excellent personnel policies. Write 
Director of Nursing, Elyria Memorial Hos- 
pital, Elyria, Ohio. 


EDUCATIONAL DIRECTOR for accredited 
School of Nursing; 270 bed modern, ac- 
credited, general hospital and training in- 
stitution. Progressive community. Excel- 
lent personnel policies. Salary commensu- 
rate with degree and experience. Write 
Director of Nursing, Elyria Memorial Hos- 
pital, Elyria, Ohio. 


NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with private 
seen. Two full time M.D.’s, four Nurses. 
all Agents & Techniques. Modernization 
rogram going on. Two and one-half hours 
reas Boston & New York. Write G. J. 

ll, M.D. William W. Backus Hospi- 
tal. Norwich, Connecticut. 


DIETITIAN-A.D.A. required to head die- 
tary department 1500 bed hospital. Experi- 
enced in quantity Menu planning, food 
production, service. Liberal hospital poli- 
cies. Salary open. Contact: Mrs. M. I: 
Brennan, Administrative Dietitian, Dela- 
ware State Hospital, Farnhurst, Delaware. 


PUBLIC RELATIONS. Director wanted. 
150 bed accredited community hospital, ex- 
pansion immediately to 250 beds. Needs 
someone with ability to speak, write, and 
enjoy contact with public. Experience de- 
sirable but not essential. Salary open. Send 
resume. Administrator, Norwood Hospital, 
Norwood, Mass. 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Med. Adm., dir. 
activities large gen. hosp. 2000 employees; 
ability reorg.; start $18,000; S.; (b) Adm. 
125 bed hosp., near lead. city, Calif; $8000 
up; (c) Asst. Adm., recent adm. res. con- 
sidered; 270 bed hosp.; M.W. cap.; univ. 
city; start ; (d) Asst., familiar con- 
struction, planning new 200 bed hosp.; upon 
completion become adm.; large E. city; 
exc. finan. Spport. (e) Adm., 60 bed hosp.; 
sociable college community, Iowa; $6000 
up; (f) Asst. Adm., 500 bed hosp.; large 
nurs. school; broad intern-res. training and 
med. research; univ. city; $8000 up. 4-1. 


ADMINISTRATIVE PERSONNEL: (a) 
Pers. Dir.; 600 bed hosp.; 1800 employees 
exc. growth, develop. possibilities; M.W. (b) 
Controller; brand new 300 bed hosp.; near 
Wash., D.C.; also Food Director, Purch. 
Agent; (e) Purch. Dir., Cal.; to $7000; (d) 
Accountant—Office Manager, 200 bed hosp., 
bo or college town near lake resorts; $8500; 
4-2. 


ANESTHETISTS: (a) Hawaii, exc. opport. 
salary range to $9000; (b) Anes. also act 
as asst. adm. or pers. dir.; 70 bed hosp., 
Great Lakes resort; free lance or percent- 
age. (d) Anes. responsible complete cover- 
age 75 bed hosp., Oregon; $8500; (d) Chief, 
staff of five, 200 bed hosp., state cap., pop. 
35,000 progressive M.W. city; exc. finan. 
opport. H 4-3. 


DIETITIANS: (a) Pacific Island hosp. near 
large U.S. Naval Installation; responsible 
diet planning, cafeteria; $5200 plus air 
travel; (b) Chief, 250 bed hosp., commut- 
ing N.Y.C. $6000 up (c) Chief, 200 bed 
hosp. college town, leading Mich. summer- 
winter resort; minimum $6600; H 4-4 


DIRECTOR OF NURSES: (a) Dir. nurs. 
school, service, 300 bed hosp.; accommod. 
100 students; commuting distance N.Y.C. 
to $10,000; (b) Dir., 100 bed Hosp., ideal 
West Coast; must be able to set up new 
nurs. service, purchase equip.; formulate 
policies; top salary for qual. person; (c) 
Dir. of Nurses, large psych. hosp., $7-8000 
start; M.W., (d) Dir. of Nurses modern 
expanding hosp., Florida coast $7500; all 
grad. staff, H 4-5. 


EXECUTIVE HOUSEKEEPER: (a) Med. 
hosp. commuting N.Y.C. $5000 plus; (b) 
Capable develop. procedures and manag- 
ing housekeeping activities new suburban 
hosp. apartments for wealthy retired per- 
sons; good salary, M.W., H 4-6. 


MEDICAL RECORD LIBRARIANS: (a) 
Director, 800 bed hosp., 3 units: 15 on 
staff nation’s most cosmopolitan city; $7200; 
(b) Consultant, 25 hosps. in established 
program, beautiful mountain states, west: 
exc. finan. opport.; (c) Chief, 130 bed re- 
nowned Alaska hosp., most progressive 
city; start $5400. H 4-7. 
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POSITIONS OPEN 


DIETITIAN: ADA member, Therapeutic 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago's 
loop. Well equipped Dietary Department. 
Regular hours. 1 month vacation ow’ other 
liberal 7 Salary commensurate with 
ability. Apply Miss M. L. Schoeneich, 
ef Diet — Memorial Hospital, Elm- 
hu 


SUPERVISORS—Nursing, Medical and Sur- 
gical. St. Louis University Medical School 
teaching hos er Experience in supervi- 
sion requir B.S. degree essential. Write 
stating full particulars, Personnel Direc- 
tor, rmin loge Hospital, 1325 South 
Grand, St. Louis 4, Mo. 


DIRECTOR OF NURSING SERVICE at La 
Crosse Lutheran Hospital. 250 bed. Excel- 
lent salary and other benefits. Degree in 
nursing service desired. Apply to Stanley 
L. Sims. rte 1910 South Avenue, 
La Crosse, Wisconsin 


NURSE ANESTHETIST: for 200-bed fully 
accredited general hospital in Baltimore— 
expansion program now going on—attrac- 
tive salary arrangements. beral fringe 
benefits of holiday, sick leave, and vaca- 
tion. Address HOSPITALS, Box J-70 


NURSING SUPERVISOR at oma Me- 
morial Hospital. Forty-six beds. Salary de- 
pendent upon qualifications and experi- 
ence. Degree not necessary. Apply to 
Waiter Hendricks, Administrator, 1510 Fre- 
mont Street, Algoma, Wisconsin. Tele- 
Phone Hunter 7-5511. 


REGISTERED NURSES: 90 bed Accredited 
Hospital. Top salary. Excellent benefits, 
good personnel policies, opportunities for 
Apply: Administrator, Sidney 

A. Sumby oe 234 Visger Road, River 
Rouge 18, igan. 


RESIDENT DOCTOR: needed immediately 
to cover surgical, medical and pediatric 
patients. Salary range from to $500 

r month depending on qualifications and 
livi ving requirements. Contact Administra- 
tor, St. Luke’s Hospital, 2517 Robinwood 
Avenue, Toledo 10, Ohio. 


DIETITIAN, THERAPEUTIC: ADA mem- 
ber, for 400 bed hospital in Chicago suburb. 
Completely new, ultra-modern Food Serv- 
ice Department. Salary : & ~~ Apply Per- 
sonnel Department, St. ancis Hospital, 
Evanston, Illinois. 


MEDICAL RECORD LIBRAR- 

670 bed general hospital with large 
Out Patiert Service. I.B.M., Terminal Digit 
and Soundex Procedures. ‘Opportunity to 
supervise large staff. Liberal personne! poli- 
cies. Apply Personnel Director, Harper 
Hospital, Detroit, Michigan. 


REGISTERED MEDICAL RECORD LI- 
BRARIAN: 100-bed approved general hos- 
pital. Good living and working conditions. 
Apply Administrator, G. N. Wilcox Me- 
morial Hospital, Lihue, Kauai, Hawaii. 


REGISTERED PHARMACIST for 60 bed 
in S. W. Colorado. Apply 

Clark, Adm. Southwest Memorial 
Hospital, Cortez, Colorado. 


MARY A. JOHNSON ASSOCIATES 
11 West 42nd Street, New York 36, N.Y. 


A SELECTIVE PLACEMENT BUREAU FOR 
MEDICAL AND HOSPITAL PERSONNEL 


We welcome inquiries for the many chal- 
lenging eo we have for Admin- 
istrators, Physicians, Nursing Executives, 
Medical Record Librarians, Dietitians, 
Laundry Managers, and all other Medical 
and Hospital Personnel who wish to relo- 
cate. All negotiations strictly confidential. 
No registration fee. 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, 0). 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospi 

and Women.) For Administr 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical erapists, Occupational Thera- 
ists Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, X-Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


POSITIONS WANTED 


ADMINISTRATOR, 39. Fifteen years ex- 
perience setting up and administering 
clinics and hospitals. B.B.A. Seek post as 
Administrator or Assistant Administrator 
anywhere in United States. Available im- 
mediately. An M.D. and I'm also inte 

in position as administrative team. Address 
HOSPITALS, Box J-73. 


ACCOUNTANT: Business Administration 

Degree, Accounting Major, 3 years experi- 

ence in large hospital, Age 28, desires a 

responsible accounting tion in a hos- 
California. Address HOSPITALS, 
x J-76. 


BUSINESS MANAGER—CONTROLLER: 
Ten years experience with Organization 
conducting nine hospitals as Acting Busi- 
ness Manager, Traveling Auditor, Cost 
and Systems Analyst. Accounting gree. 
Now employed. Desires permanent loca- 
Ly preferably large city. Address: HOS- 


APRIL 1, 1960, VOL. 34 


magazine. 


ALS, Box J-75 


If you want results from your want ads, keep in mind that 
HOSPITALS, J.A.H.A., enjoys a full 26 per cent circula- 
tion lead im the U. S. over the second-place magazine in 
the field, and a 34 per cent lead over the third-place 


Whether you're hunting buyers, new staff 
people, or a new job opportunity, it’s plain 
common sense to invest your money where it 
will do the most good . . . where it will reach 
the largest number of readers in the United 
States twice each month. Your message costs 
only 35¢ per word. 


Journal of the American Hospital Association 


840 North Lake Shore Drive, Chicago TN! 
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a correspondence course 


offered jointly by 
and 


THE UNIVERSITY OF CHICAGO 
(Business NC175)... 


hospital system of financial records. 


standard forms for hospital use. 


Dorchester, Chicago 37, Illinois. 


HOSPITAL ACCOUNTING 


THE AMERICAN HOSPITAL ASSOCIATION 


THE HOME-STUDY DEPARTMENT OF 


especially for bookkeepers, office managers, administrators, head nurses, ana 
others in hospitals of 100 beds or less who wish to improve their efficiency and skill in operating the 


Gain a broad understanding of the theory and concepts that underlie double-entry accrual accounting. 
Learn extensive practical guides or rules for action as developed by the American Hospital Association. 
Develop specific accounting skills necessary for efficient hospital administration. Acquire familiarity with 


For further information write: The Home-Study Department, The University of Chicago, Sixtieth at 
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For Hospitals, Institutions, Public Places... 


Colgate 
SPOT DISINFECTANT 
SPRAY 


with 


permachem 


KILLS ON CONTACT MOST BACTERIA and FUNGI 
That Can Cause Infection, Odors, Mold and Decay with 


Long-Lasting Antiseptic Effectiveness! 


Now you can supplement your hospital’s aseptic program 
with this new spot disinfectant spray. It can be used to 
disinfect hard-to-get-at objects and surfaces not readily dis- 
infected by ordinary methods. 

Because it kills most bacteria and fungi that cause them, 
it stops odors where they start before they start . . . kills 
or inhibits mold growth . . . prevents mildew. 

To help prevent the spread of disease-causing germs, keep 
COLGATE SPOT DISINFECTANT SPRAY handy for on- 
the-spot emergency disinfection. 


Hospital Tested / Safé On Surfaces / Non-Staining / 


HOSPITAL USES INCLUDE: 

Soiled Linen & Hampers « Spillage on Floors 
Bed Pans & Urinals + Storage Containers & Closets 
Patients’ Clothing - Upholstery, Draperies 
Drawers & Shelves + Toilets - Shoes & Slippers, etc. 


Available in 1-lb. Spray Containers only. Packed 12 to the case. 


Write for prices today! 


ASSOCIATED PRODUCTS DIVISION 


COLGATE-PALMOLIVE COMPANY 
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300 Park Avenue, New York 22, N.Y. 


A SYMBOL OF QUALITY 
FOR OVER 150 YEARS 


Contains 
permachem 


3 POWERFUL INGREDIENTS 
Tributyl Tin Oxide 


Dialkyl Dimethyl Ammonium Chloride | 


Salicylic Acid 


KILLS ON CONTACT 
Staphylococcus Aureus 
(A Gram-Positive-Type Bacteria) 
Salmonella Choleraesuis 
(A Gram-Negative-Type Bacteria) 
Trichophyton Interdigitale (Fungus) 


Kills most 
bacteria that 
Cause offensive 
sickroom odors. 


Inhibits growth 
of bacteria, 
molds and fungi 
on bedding, 
upholstery. 
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cept which assures — 


superior t/lumination 
for all of the lighting 
requirements in the 
patient's room... with 
significant economies 


for the hospital. 
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